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Editorials 
TOO MUCH STATUTORY REGULATION, 
TOO MUCH INTERFERENCE WITH 
MEDICINE AND BUSINESS IS THE 
PRESENT DAY CURSE. 


Economie ills that threaten medicine . and 
even civilization itself can find at least a 
partial cure if legislators will repeal the many 
unnecessary laws and free themselves of the 
bad habit of over-lawmaking since we already 
have too many laws that are neither enforced 
nor respected. 

That the ‘‘least government is the best 
government’’ is a fundamental requisite for 
the survival of civilization that should be im- 
pressed upon national and state legislative 
bodies in this year of unprecedented inter- 
national crisis. 

Congress is now in session in Washington, 
D.C., and within a month the state legislature 
will convene at Springfield. Though the in- 
tent of and the reason for these bodies, as 
specifically stated in the Constitution of the 
United States, is to perform the constructive 
duty of making and enacting laws, it now 
becomes of vital moment that the citizens who 
have elected these law makers shall most em- 
phatically call to their attention both individ- 
ually and communally that— 

We do not need any more laws. We have 
already too many laws and too little respect 
for them. That already ‘‘ America is forced 
by law to do, and probihited by law from doing, 
more things than had been prohibited or re- 
quired in autocratic Europe before the world 
war.”? 

In what was an early twentieth century 
epidemic of evading personal and individual 
responsibility by endeavoring to create moral 
and economic standards by legislation and 
make the statute books of the country the 
scapegoats of the United States, the tax- 
papers were deluged with prohibitive laws 


that blanketed every citizen with legal 





478 


shackles both as to individual rights and the 
exercise of the predominant early American 
quality of horse sense. 

And for that deluge the tax-payer has paid, 
and paid and keeps on paying. Nobody minds 
these excess statutes not even the political 
henchmen who get fat salaries for their in- 
different inefficiency in enforcing what well 
has been called: 

‘‘New and interfering laws that multiply in 
the United States as rapidly as the staggering 
tax levies that are required to pay for the 
administration of meddling statutes that no- 
body wants and nobody needs except members 
of the bureaucracy rapidly destroying per- 
sonal freedom and making this country the 
worst of autocracies, with a situation parallel- 
ing pre-revolution France.”’ 

All this should be brought to the attention 
of the legislators both local and at Washing- 
ton. We need fewer laws. We need those few 
enforced. And it would seem that the only 
way in which to secure the remedy for over- 
centralization and over-taxation and over- 
legislation would be to use the minimum 
amount of the ‘‘hair of the dog to cure the 


bite’? by the power of repeal; by the enact- 
ment of only such legislation as will wipe off 
the statute books forever the mass of entangling, 


throttling, unnecessary, un-American legis- 
lation that has done nothing for this country 
but burden it with a class of bureaucrats, tax- 
exempt, politically controlled, who have not 
even the traditional ‘‘birthright of kings’’ as 
a plea for their parasitical subsistence upon 
the wage-earner and the tax-payer. 

For it has been well-proven that the cost 
of upkeep of paternalistic regime and its theft 
of personal intimate privileges heggars United 
States citizens as one person out of every 
seven is on the public payroll, income tax 
exempt even, and public servants and pen- 
sioners have increased ata rate unknown to 
previous history. 

Nor does the bureaucratic faction have the 
sense to realize, nor the power of perspective 
to read the handwriting on the wall indicated 
by the collapse of national business, much of 
which has been literally taxed out of existence. 
Blame international affairs as men may for the 
finishing touches to the current economic de- 
bacle there is no doubt of it but that over- 
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taxation, over-legislation, bureaucratic contro) 
and governmental invasion of individual rights 
was the tinder that first started the fires of 
business destruction. 

For from standard democracy to democracy 
standardized has been the country’s drift. To- 
day’s American is hedged about by more 
prohibitions than were Europeans under pre- 
war monarchies and with less chance of re- 
covery. 

Bureaucratic government with over-central- 
ization at Washington is practically substituted 
for ‘‘Government for the people, of the people, 
and by the people.’’ In the United States of 
America, the republic is being ousted by de- 
grees for a progressive bureaucracy. This 
burden of decadent Europe, from which the 
founding patriots fled, is daily being shifted, 
through the leverage of paternalistic legis- 
lation at a high tax rate, upon a trusting and 
hitherto free people. Statute books of the 
land betray and defy the Constitution of the 
United States by a mass of expensive, inter- 
fering, useless laws that make personal acts 
of daily life a question for public legislation. 
Since through fatuous law-making the crime 
against liberty and the constitution has béen 
committed, it is from the law-makers that res- 
titution must come. The United States citi- 
zen who can find for the country the trail 
away from this menacing, multitudinous 
bureaucracy will be the Abraham Lincoln of 
the Twentieth Century. It must be confessed 
that so far signs are few of another Lincoln, 
another Hamilton, another Jefferson, or what 
perhaps may be needed most of all another 
George Washington. 

To what extent paternalistic control has ex- 
tended into the farthest walks of daily life 
—personal, commercial and professional—may 
be estimated from citations of statistics and 
comments made by men, and commissions, 
widely diverse in every other economic view- 
point. Setting aside the overwhelming taxes 
that are unsurpassed in national history, and 
of which one of the results is economic collapse 
and ‘‘breadlines’’ and ‘‘doles’’ and of which 
the greater portion of the levied taxes is ex- 
pended in paying salaries to government em- 
ployes for enforcing handicapping legislation, 
it is interesting and educative to note that: 

1. Buekle wrote, ‘‘For five hundred years 
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all advance in legislation has been made by 
repealing laws.’’ 

2. A eertain National Budget Committee 
set forth the facts that 

(a) ‘‘During the previous year, Congress 
and the forty-eight State Legislatures enacted 
4,000 new bills. Also more than 200,000 new 
laws and ordinances were written on the 
statute books in the various political subdivi- 
sions of the United States, making a grand 
total of more than 2,000,000 laws and regu- 
lations. To record the interpretation of these 
laws by courts of last resort, there is an annual 
requirement of 650 large volumes. This figure 
does not take into account the much larger 
number of volumes required for the rulings 
of courts of intermediary and lower juris- 
diction. 

(b) ‘‘If it were possible for a man to read 
one new law each minute—for instance one 
like the federal income tax law—and if a man 
spent eight hours each day at his task, in- 
cluding Sundays and holidays, the end of the 
year would find about 25,000 laws as yet un- 
read.’” 

3. Where the money comes from that pays 
for the enforcement of all these laws is under- 
stood without trouble from the Census Bureau 
report of tax collections. Keeping pace with 
the new and needless laws is a highly ad- 
vancing tax rate, that increases instead of 
decreases since the war. The citizen who can 
hardly meet his bills for living expenses and 
long ago gave up trying to continue in busi- 
ness or to even keep up a personally owned 
home should note that taxes collected by the 
federal government; taxes collected by state 
governments ; taxes collected by county govern- 
ments; taxes collected by cities and other in- 
corporated places run into many billion dollars 
annually and shows something of the cost of 
a bureaucracy that no citizen wants. Its propa- 
gandists fatten on the tax payers like the 
demagogues of a classic slave state. 

4. Senator Stanley once told the United 
States Senate: 

(a) ‘‘It has been said that there are 15,000,- 
000 pensioners on public bounty. If that is 
true, there is an officeholder, that is a taz- 
eater, on the backs of every two tax-producers 
in the United States. That situation crushed 
France and produced the French Revolution; 
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it was the bane and damnation of Germany. 
No political party in especial is to be blamed 
for this current situation, but rather a pater- 
nalistic regime that will eventually enslave and 
bankrupt this country. The cost of govern- 
ment has become unbearable. Too many func- 
tions of local and of state governments are 
being controlled by hidden bureaus in Wash- 
ington. There is more power today exercised 
in these marble sarcophagi, by unknown ex- 
perts, politically controlled appowntees of whis- 
pering propaganda, than by the courts them- 
selves. 

(b) Americans seem to hold that we advance 
only as we legislate, no matter to what end. 

(c) With many vociferous factions which ex- 
ist in our midst there is a settled conviction 
that 

(1) all evils yield to legislation ; 

(2) that legislation works automatically. 

(d) ‘‘Expenditure arising out of wars has 
caused enormous waste in Officialism. It is due 
to persistent growth of bureaucratic control; 
increase of the personnel of departments, and 
of commissions and of boards, and of bureaus, 
and of every other agency ever used or abused 
by a paternalistic regime. 

(e) ‘‘Here in the United States the cost of 
government has become unbearable. The situ- 
ation parallels pre-revolution France. 

(f) ‘‘Continuation of existing circumstances 
will lead to conditions similar to those that 
brought about the French Revolution. 

(g) ‘‘At present the Federal Government 
tries to regulate everything from the setting 
of a hen to the running of a railroad. A few 
years ago you could milk a cow without a 
federal inspector at your heels. The cost of 
this regulation has risen from $232,000,000 in 
1916 to several billion dollars in 1931.’’ 

5. Economists now state that 

(a) One person out of every seven over the 
age of sixteen, who is gainfully employed in the 
United States is on the public payroll. 

Contrast these figures with those of former 
years. Some time before the Civil War, one 
person in every thousand worked for the gov- 
ernment—either city, county, state or national. 
During the administration of the late President 
Cleveland this ratio had risen to one person out 
of every hundred. Later, at the close of the 
war, the ratio was nearer one out of every 
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twenty. Now it is one out of every seven. On 
this scale when 1950 comes, every citizen in 
the country will be a government employe. At 
this rate there will be nothing left. 

6. The expansion of Federal autocracy 
was formerly hindered by the limits of taxation, 
but these have been removed from Congress by 
the amendment to the Constitution to levy in- 
come taxes. The income tax makes it possible 
for Congress to raise practically any amount. 
While a few men seemingly carry this burden 
it is in reality passed on by them to the general 
publie. 

Further food for thought may be gleaned 
from discovering something about the jugger- 
nautal machine that deprives the American 
citizen of his constitutional liberties and places 
upon the shoulders of long-suffering taxpayers 
an eight or ten billion dollar payroll for the 
support of administrators of intermeddling 
legislation of paternalistic scope, and exempt 
from ineome tax. 

7. In this connection, the New York State 
Judiciary Convention reported in 1922: 

(a) ‘‘In the United States there are every- 
where being developed at enormous cost, in the 
most intensive fashion, a multitudinous bureau- 
cracy with autocratic powers and arbitrary dis- 
cretion, and a vast system of complicated and 
often conflicting administrative jurisdictions in 
relation to property and business and personal 
conduct which reach and affect almost every 
individual and most of which only a few years 
ago would have been regarded as of strictly per- 
sonal concern and not to be tolerated by a free 
people. 

(b) ‘‘ Extensive legislation, executive and ju- 
dicial powers are being vested and combined in 
administrative bodies in distinct and reckless 
disregard of the sound principles of the sepa- 
ration of governmental powers which was 
deemed so essential to the due protection of 
individual rights by the wise founders of our 
republican form of government. 

(ce) ‘*Even controverted questions of law and 
fact, heretofore regarded as fundamentally and 
exclusively for judicial determination, are be- 
ing intrusted to bureaucratic discretion; and 
for orderly judicial procedure as known to our 
fethers, and the competent and impartial inter- 
pretation of the laws by the learned judges 
and juries—arbitrary methods, and untrained 
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judgment are being constantly substituted.’’ 

8. Dr. Nicholas Murray Butler, president of 
Columbia University in speaking against the 
tendency to increasing centralization; and the 
proposition to establish a cabinet department 
of education, says: 

(a) ‘‘A widespread illusion as to education, 
is that the more elaborate, the more complicated 
and the more costly the machinery of school 
organizations, the better will be the school. The 
reverse is the fact. Standardization, govern- 
ment-made uniformity, and bureaucratic regu- 
lation are not the allies of education but its 
mortal enemies. 

(b) ‘‘In this 


supposedly individualistic 


nation, the growth of bureaucracy and unneces- 
sary governmental machinery is beyond meas- 
ure alarming.”’ 

9. Ex-President Coolidge speaking to the 
government’s business organization, said: 


(a) ‘‘I take this occasion to state that I have 
given much thought to the question of Federal 
subsidies to state governments. The Federal ap- 
propriations for such subsidies cover a wide 
field. They afford ample precedent for un- 
limited expansion... . 

(b) ‘‘I say to you, however, that the financial 
programme of the chief executive does not con- 
template expansion of these subsidies. My policy 
in this matter is not predicated alone on the 
drain which these subsidies make on the national 
treasury. This of itself is sufficient cause for 
coneern. But I am fearful that this broadening 
of the field of government activities is detri- 
mental both to the Federal Government and to 
the State Governments. 

(ce) ‘Efficiency of Federal operations is im- 
paired as their scope is unduly enlarged. Efii- 
ciency of the State Governments is impaired as 
they relinquish and turn over to the Federal 
Government, responsibilities which are rightly 
theirs.’’ 

10. Senator Moses may be quoted in his 
statements that, . 

(a) ‘‘Paternalism runs riot in our legislatures 
today. Americans of seventy years ago would 
stand aghast if they knew how many activities 
which properly belong to the individual or the 
family, are now taken over by the government. 


(b) When governments undertake projects 
that are nothing but disguised socialism, laws of 
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a very odd and curious nature will be found 
necessary. ’” 

One trouble it may be remarked in passing is 
that many persons confuse the term ‘‘paterna- 
listie’’ and ‘‘ paternal government’’ with some- 
thing very kind, very generous, very senti- 
mental, and quite magically, provisional for all 
the ills and ails of life. 

11. ‘‘The Burbanks of politics have grafted 
strange stalks upon the body of our statutes and 
have created a hybrid without pride of ancestry 
or hope of posterity. This used to be the land 
of the free. Now it is the region of the regu- 
lated. It is only human for some adults to try 
to continue to believe in the Santa Claus 
night. As it is now, the influence of the govern- 
ment is prenatal through the maternity bill and 
postmortem through the inheritance act. It 
controls us before we are born and after we 
are dead,’’ says Senator Moses, again. 

12. The Woman Patriot says: 

(a) ‘‘The despotic machinery or apparatus 
of power which is steadily building up a bureau- 
cratie political machine which, with ‘Federal 
Aid’ schemes, may, if unchecked, organize ‘one 
big union’ of 2,000,000 permanent Federal and 
State employes working against both the tax- 
payers and the political parties to increase their 
own salaries and bureaucratic power. 

(b) ‘This machinery is steadily breaking 
down loeal self-government, individual liberty 
and party responsibility for legislation and is 
more political than the Republican or Demo- 
cratic parties ever dared to be. 

(c) ‘‘The parties playing ‘partisan polities’ 
are after temporary power and offices, always 
under the severe criticism of the opposing party, 
and always subject to change at the next popu- 
lar election. 

(d) ‘‘The bureaucrats, playing non-partisan 
polities are after permanent power and offices, 
and the establishment of a caste of professional 
bureaucrats, to govern the rest of us without 
regard to changes of administration or popu- 
lar elections. 

(e) ‘‘This bureaucratic apparatus of power, 
operating also upon State officials through sub- 
sidies to their salaries under the ‘Federal Aid’ 
system, will exercise pressure upon the govern- 
ment that no administration or political party 
can resist ; and will place a yoke upon the necks 
of the American people heavier than George 
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III.’s ‘multitude of new offices’ and ‘swarms 
of officers’ against which the Declaration of 
Independence protested. 

(f) ‘‘This bureaucracy, developing faster 
than any other in history, and already power- 
ful enough to defy executive orders and budget 
bureau estimates, depends for its further growth 
and power upon centralized control of edu- 
cation, maternity and infancy, public welfare, 
the practice of medicine, child labor, marriage 
and divorcee, minimum wage legislation, the em- 
ployment of women, ete. Granted control of 
such subjects—either by pending constitutional 
amendments or by pending legislation sought 
to be placed beyond the power of the Supreme 
Court to be declared invalid—there is no limit 
in sight, either to the political power of this 
bureaucracy or of its cost to the taxpayers.’’ 

13. It is high time we enter upon a policy 
of decentralization. If children are to receive 
from the authorities that tender consideration 
that is childhood’s right, each local community 
must organize its ‘own job’ and do it and it 
might let the parents have a little to say. 

14. Shortly before his death A. H. Smith, 
then president of the New York Central lines, 
said in a public speech: 

(a) ‘‘Some means must be found to restrain 
the ardor of our amateur statesmen. We have 
been indulging in an orgy of legislation that 
seems to have developed into delirium. No 
mortal knows the number of laws on the statute 
books but that conservative body, the American 
Law Institute, thinks that there are 100,000 
separate laws. I believe this to be an under- 
estimate. 

(b) ‘‘To enforce these myriad laws requires 
the services of an ever-growing army. Take it at 
the ratio—that I understand is too low at that, 
as it is nearer one in twelve—but take it at the 
ratio that at least one man out of twenty is on a 
government payroll. That is if it takes one out 
of every twenty men to make the other nine- 
teen behave it costs money. Costs so much money 
that we all know what the word ‘‘tax’’ means. 
There seems to be not enough capital left after 
paying taxes to provide for needed expansion 
of business which is pressing upon our great 
country. 

(ce) ‘‘To pay salaries for this law enforce- 
ment requires an average contribution of $91 
from every person in the United States over 
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ten years of age, who is gainfully employed. 

On another basis the cost is an average of 
about $350 per family.’’ 

Continuing proofs that ‘‘Americans are 
‘lawed’ into existence ; ‘lawed’ through life and 
‘lawed’ out of it, more than any other nation 
on earth,’’ it is interesting to note that,— 

15. Henry L. Shattuck, chairman of the 
Ways and Means Committee of the Massachu- 
setts House of Representatives, says: 

(a) ‘‘The ultimate goal of present tendencies 
in federal legislation is bureaucracy of the 
worst sort. 

(b) ‘General Welfare’’ is a broad term. It 
covers every field of activity. Should the con- 
struction relied upon by the advocates of such 
legislation be adopted, Congress would wield 
supreme power. The very existence of the states 
would be placed in jeopardy. Local self-govern- 
ment would be at an end. Bureaucracy would 
be in the saddle. 

(c) ‘Every activity of our lives would be 
regulated from Washington. We would soon 
be in the condition of France where every de- 
tail of government is regulated from Paris, and 
which in treatises on government is cited as a 
horrible example of bureaucracy gone mad. By 
reason of the immense size of our country and 
the great diversity of climate, needs and con- 
ditions, the evils of bureaucracy would be far 
greater. 

(d) ‘‘Such legislation is also discriminatory 
and unfair. All revenues of the Federal Gov- 
ernment are derived from the people of the 
several states. Some states pay the government 
far more in proportion to their population than 
do other states, and in return, receive far less. 
Massachusetts pays the Federal Government far 
more in proportion to her population than the 
great majority of other states. 

16. Former Gov. W. L. Harding, of Iowa, 
has said: 

(a) ‘‘In my opinion the best government is 
the one that governs least. We must get back to 
governmental conditions as they existed before 
the war. We must localize government. The 
Federal Government has its functions and they 
are well defined. The same is true of our local 
governments. During the war period there was 
great encroachment on the part of the Federal 
Government on the prerogatives of our local 
institutions. 
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17. Former Senator Albert J. Beveridge of 
Indiana once said: 

(a) ‘‘Americans are required by law to do 
more things and prohibited by law from doing 
more things than had been required or pro- 
hibited in autocratic Europe. 

(b) ‘‘Nearly all these repressive, oppressive, 
autocratic laws have been forced by selfish 
minorities of whom our lawmakers and ad- 
ministrators are in terror. 

(c) ‘This country is smothered by statutes. 
The expense of government has swollen to drop- 
sical bulk. There is today a government employe 
for every eleven Americans over 16 years of age. 
The bureaucratic mechanism is so cumbersome 
and intricate that no one understands it, and 
many superfluous laws are of a character to 
breed hypocrisy and furtive nullification. 

(d) ‘‘The needs of the day are fewer laws, 
better enforced ; less government, better adminis- 
tered, and more liberty, better ordered.’’ 

18. Albert J. Beveridge said again: 

‘*Laws have become so numerous and com- 
plicated that lawyers and even the courts are 
forced to wander through a maze seeking some 
way out to light and sanity. The machinery set 
up by this mass of unwieldy legislation operates 
through swarms of government agents disciplin- 
ing industry and trade, and eating up the sub- 
stance of the people. The administration of 
government has become so intricate and in- 
volved through bureaus, boards and commis- 
sions, hives of bureaucracy, that nobody can 
understand its workings.’’ 

19. The Congressional Record cites Senator 
William H. King: 

(a) ‘‘The struggle is now on between the 
consolidated and powerful Federal Govern- 
ment, dominated by bureaucratic forces, and 
the rights of the people as individuals, as the 
sources of power and authority—and the rights 
of local communities and of the states them- 
selves. And the voices that should be strong 
for local self-government, for personal liberty, 
for freedom, and for those principles and poli- 
cies that make a strong and vigorous democratic 
people, seem to be silent while the strident cries 
of the centralized forces in the land, either 
frighten the people into submissiveness or win 
them to the acceptance of dangerous and de- 
structive policies. 

(b) ‘What we need now is a leader who will 
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arouse the people to the necessity for putting 
hooks in the jaws of the Federal Government 
and of reviving the spirit of personal inde- 
pendence and local self-government which in- 
spired our fathers in the days of the revolution. 

(c) ‘‘I wish a crusade would be inaugurated 
in all parts of the land, against the accursed 
spirit of bureaucracy and paternalism. 

(d) ‘‘Congress is becoming so impotent that 
many believe we sit in this chamber merely to 
0. K. bills prepared by government officials. It 
has been charged that we lack courage to resist 
those demands. There is much to support the 
charge.’’ 

Out of this multitude of expressed opin- 
ions the legislators of the land confront- 
ing current economic conditions refuse to read 
the writing on the wall ‘‘Too many laws; too 
much bureaucracy ; too much centralization in 
Washington, D.C.; too much government dic- 
tation in medicine and business; too much 
government competition in private business 
and too much taxes is the curse of the nation.’’ 


FINAL REPORT OF THE COMMITTEE ON 
THE COST OF MEDICAL CARE IS A 
MONUMENTAL FLOP 


The mountain labored and brought forth— 
a rat! 

In other words, the final report of the Com- 
mittee on the Costs of Medical Care is exactly 
what was to have~- been expected from the 
known group personnel, and the suspected 
backing of this investigation. 

Even the strength of those fearless men who 
supported the minority report, could not save 
the majority report from a pitiable bias against 
the future good of medicine and for those 
special interests whose friends or representa- 
tives set forth such staggering statements as 
are the bulk of the majority report. 

Such men as Dr. Olin West, secretary of the 
American Medical association; George E. Fol- 
lansbee, chairman of the Judicial Council, 
M. L. Harris, former President and for years 
a member of the Judicial Council and Drs. 
A. C. Christie, Kirby S. Howlett, A. C. 
Morgan, Robert Wilson, and N. B. Van Etten 
favored the minority report that is in striking 
contrast to the seemingly subsidized findings 
of which a proof has just come to this office. 
Further, in a separate minority report, dissent 
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to the majority report comes from Dr. Herbert 
E. Phillips and Dr. C. E. Rudolph, representa- 
tives of American dentistry. 

The editor of the Inuino1s Mepicau JouRNAL 
is not surprised at the findings of the commit- 
tee. In the September, 1927, issue of the 
Inuinois MepicaL JOURNAL protest was made 
as to the personnel of the committee and fore- 
cast of the result set forth, a prophecy now 
borne out through the findings of this majority 
report. That committee knew what was neces- 
sary to be found for its own immediate best 
interests. This report verifies the old saw ‘‘A 
man finds what he hunts for.’’ 

Under that date as mentioned above the edi- 
tor printed in part this editorial: 


SOCIAL WORKERS, ECONOMISTS, FOUN- 
DATION DIRECTORS, NEAR DOCTORS, 
AND A FEW MEDICAL MEN TO 
PASS ON EFFICIENCY OF MED- 
ICAL SERVICE IN THE 

UNITED STATES 
THE Group Discussep Puans THat May 
REVOLUTIONIZE AMERICAN MEDICINE 

Plans have been formulated in May at Washington, 
D. C., to survey the entire field of medical practice in 
the United States. While views on the subject were 
intended to be confidential it is apparent that the 
object is to determine by investigation whether at 
present medical practice is carried on economically, 
and is adequately and effectively administered. 

Call for this conference was made as a matter of 
convenience while the American Medical Association 
was in session and was entirely outside of the program 
of the A. M. A. 

As we interpret it, the intention of the organization 
is to find out whether the prevention and cure of disease 
are conducted on lines that are thoroughly sound, or 
whether in any important direction there is need for 
fundamental changes of method. The program launched 
by this conference may lead to revolutionary develop- 
ments. 

Two sessions of the organization were held. About 
fifty individuals were present. Meetings were at the 
offices of the American Red Cross Society. 

The following were among those present: 

Dr. Winford H. Smith, director of Johns Hopkins 
Hospital, Baltimore; Dr. Charles E. A. Winslow, pro- 
fessor of public health at the Yale Medical School; 
Dr. H. H. Moore, educational director, United States 
Public Health Service, Washington; Dr. Louis I. 
Harris, Health Commissioner of New York City; John 
A. Kingsbury, secretary of the Milbank Memorial 
Fund, New York; Dr. John Shelton Horsley, surgeon, 
of Richmond, Va.; Walton H. Hamilton, of the Brook- 
ings School of Economics, Washington; Dr. E. L. 
Bishop, State Health Commissioner of Tennessee; Dr. 
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James B. Bruce, director of the Department of Internal 
Medicine at the University of Michigan; George E. 
Barnett, professor of statistics, Johns Hopkins Uni- 
versity; Richard M. Broadley, of the Thompson Foun- 
dation, Boston; Surgeon General Hugh S. Cumming, 
of the United States Public Health Service; Dr. Haven 
Emerson, professor of public health administration, 
Columbia University; Miss Blanche M. Haines, of the 
Children’s Bureau, Department of Labor, Washington ; 
Dr. Shelby M. Harrison, vice general director of the 
Russell Sage Foundation; Dr. A. T. McCormack, State 
Health Commissioner of Kentucky; W. F. Willoughby, 
director Institute for Government Research, Washing- 
ton; Dr. M. C. Winternitz, dean of Yale Medical 
School; Dr. Eugene R. Whitmore, professor of para- 
sitology and pathology, Georgetown University. 

Dr. David Reisman, professor of clinical medicine, 
University of Pennsylvania; Dr. Homer N. Calver, 
executive secretary of American Public Health Asso- 
ciation; Dr. Louis I. Dublin, Metropolitan Life In- 
surance Company; Miss Hildegarde Kneeland, Bureau 
of Home Economics, Washington; Dr. S. W. Welch, 
State Health Commissioner of Alabama; James A. 
Tobey, Borden Milk Company; Dr. Leo Wolman, of 
the National Bureau of Economic Research, New 
York; Edward A. Woods, of the Equitable Life 
Assurance Society; Dr. C. C. Pierce, director of 
Western division, United States Public Health Service, 
and Dr. Waller S. Leathers, Vanderbilt University. 

The Washington conferences considered the effects 
of the practice of medicine, as now conducted in the 
United States. This subject is as broad as the field 
of medical science, is almost limitless in its scope, and 
naturally would include the influence on public health 
of agencies such as the Rockefeller and Russell Sage 
foundations, and of similar institutions functioning 
under enormous endowments, and also the present day 
problem of hospitalization, and of whether hospitals 
should show state ownership maintenance and opera- 
tion on an increasing ratio. 

In the contemplated survey, the vital issue of the 
nursing system is to be investigated. Under the pro- 
posed plan a thorough investigation is to be made of 
the roles at present being played in the realm of public 
health by colleges and universities, private medical 
schools, dispensaries, and industrial organizations which 
employ doctors and nurses for the care of their own 
staffs. The part played by individual physicians, sur- 
geons and specialists of all kinds will of course come 
in for penetrating examination. 

In the completion of the organization a committee 
of five was named and vested with authority to select 
thirteen additional members to consist of representa- 
tives of colleges, universities, and foundations in the 
hope that the latter would furnish the necessary sinews 
to carry on. This would amount to approximately 
forty thousand dollars for the first year and a larger 
sum for succeeding years. It was estimated that it 
would take five years to make the survey. The five 
members selected to start the machinery going are Dr. 
3arker of Johns Hopkins; Prof. Winslow of Yale; 
Dr. Smith of Johns Hopkins Hospita!; Dr. Moore of 
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Davis, representing medical foundation of New York. 


Well, the five years mentioned as requisite for 
the work have gone by. The $40,000 ‘‘esti- 
mated as needed for the first year’s work’’ long 
since went up the flue with an estimated $960,- 
000 additional. 

And all this money that came undoubtedly 
from the pockets of foundations, special inter- 
ests and other lay or socialistic agencies at- 
tempting to run medicine better than the 
doctors can, and all the directions which at 
the outset came from such medical (?) experts 
as 

‘‘James A. Tobey, Borden Milk Company; 
Hildegarde Kneeland, Bureau of Home Eco- 
nomics, Washington; Blanche M. Haines, 
Childrens Bureau’’ and other similiar lay dic- 
tators results in what? 

In an insidious, flagrant and impudent con- 
clusion that medical practice should become a 
tool of the government, and medical men en- 
slaved as serfs of politically inspired lay dic- 
tators. 

There is no blinking this. Sugar coated 
though the dose may be, bite through it and 
find out what happens. You get a mouthful of 
poison underneath the sweet. And the report is 
none the less reprehensible in that its signa- 
tures include those of highly advertised mem- 
bers of the profession, against whose ethics we 
make no protest but against whose undoubted 
self-interest, hinging upon fat jobs with lay or- 
ganizations attempting to practice medicine, 
the bitterest indictments can and should and 
must and will be made. Tersely epitomizing 
the report it is nothing more or less than a 
recommendation that doctors and surgeons shall 
cease to practice medicine as individuals and 
instead work in mass formation as organized 
groups associated with hospitals and other or- 
ganizations or semi medical bodies. 

Now this group, guild, or soviet medical 
practice as you will, is the creed of the eight 
foundations that contributed financial support 
to the committee. A certain group of wealthy 
merchants and other business men appear to 
have gone haywire on the subject of running 
the doctors, the surgeons and affiliated medical 
groups of the country. Scenting a good thing 
from afar, and realizing the power of prerog- 
ative, with use and misuse not a matter of hair 
splitting ethies, the politicians and job seekers 
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have joined with them. It has been said that 
E. A. Filene was principally responsible for 
the establishment of this committee. 


To get a little further into the mud, notice 
that this committee in its majority report en- 
dorses industrial practi¢e involving elaborate 
schemes in which corporations will care for 
employees and their families, expansion of 
university student health services to take care 
of the townspeople as well as the undergradu- 
ate body, with its resulting development of 
exploiting physicians for gain of business and 
the placing of medical schools in competition 
with its own graduates. 


It is, in other words, the soviet idea— 
destruction of the individual both as to achieve- 
ment and ideals and sense of responsibility 
and elaboration of the community without 
recognition of the fact that the community is 
made up of individuals. 

Like the chain that is no stronger than its 
weakest link, no community is stronger than 
its individuals, nor wiser, nor more efficient. 
Destruction of the efficiency of the individual 
means destruction of the community. This 
destruction will find no small aid in the recom- 
mendation by the majority report that medical 
costs should be placed on a group basis through 
insurance, taxation or both, while the recom- 
mendation is made further that health insur- 
ance shall be distinctly separated from unem- 
ployment insurance or insurance against loss 
of wages. 

Nowhere in all their costly research has the 
majority report been »ble to disprove the fact 
that eighty per cent of all human ailments 
can be treated best by a general practitioner 
and the remedies he carries in a satchel. Yet 
the majority report recommends elaborate 
machinery to the Nth degree—lay controlled 
of course—and even recommends extension and 
enlargement of public health service so that 
more service will be available for more people 
and heartily urges further government inva- 
sion into the fields of medical practice. 


This too in the face of the fact that the 
government is neither an expert professional 
nor business man. The railroad systems of the 
country can give excellent testimony as to the 
results of government control during war time. 
However, since H. H. Moore, director of the 
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investigation, is an ardent propagandist for 
insurance schemes and governmental practice, 
what could have been anticipated but just this 
result ? 

As stated before at the beginning of this 
article ‘‘The Mountain labored and brought 
forth a rat.’’ A frightful rodent to gnaw at 
and destroy the spirit of Americanism, indi- 
vidualism and self-respect ! The minority report 
supported by medical men of the highest ethics, 
men who have not taken the endowed founda- 
tions’ bounteous shilling, sings quite another 
tune. It urges development and evolution of 
medical practice, a revision of medical eco- 
nomics, and above all the return of the indi- 
vidual general practitioner whom the majority 
report already has singing his swan song. 

As the JOURNAL OF THE AMERICAN MEpIcAL 
ASSOCIATION comments ably on the report in 
the current issue: 


Both the majority and minority reports recommend 
continued study of medical economic problems by every 
type of agency. Certainly the studies already published 
by the committee indicate the value of such studies and 
the necessity for having facts on which to base con- 
clusions and recommendations. This would seem to be 
particularly true in relationship to such studies as are 
available of various industrial medical services and 
of corporate practice. The minority report is particu- 
larly resentful that the majority made recommendaitons 
on the basis of inadequate studies in this field. Thus 
it says: 

It is the belief of the minority group that the major- 
ity report has presented this question in a distorted 
manner. The evils of contract practice are widespread 
and pernicious. The studies published by the Com- 
mittee show only the favorable aspects. They were 
selected because they were considered the most favor- 
able examples of this type of practice in the United 
States. For each of these plans a score of the opposite 
kind can be found. The evils are inherent in the sys- 
tem although they may be minimized when a high 
grade personnel is found either among employees or 
medical group, or both. . 


Specifically, the recommendation of the minority 
group reads: 


The minority recommends that the corporate prac- 
tice of medicine, financed through intermediary 
agencies, be vigorously and persistently opposed as be- 
ing economically wasteful, inimical to a continued and 
sustained quality of medical care, or unfair éxploita- 
tion of the medical profession. 


These two reports represent, therefore, the. difference 
between incitement to revolution and a desire for grad- 
ual evolution based on analysis and study. The ma- 
jority report urges reorganization of medical practice, 
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the development of centers, insurance; if necessary 
taxation to provide funds; expansion of public health 
services. The minority is willing to test any plan that 
may be offered if it conforms to the medical concep- 
tion of what is known to be good medical practice. 
Indeed, the minority recommends, “that method be 
given careful trial which can rightly be fitted into our 
present institutions and agencies without interfering 
with the fundamentals of medical practice.” One seems 
to hear that famous medical aphorism that has come 
down through the centuries: “Prove all things; hold 
fast to that which is good.” 

In addition to the majority report and the first 
minority report, several others by smaller groups appear 
in the final report. The dental members, as previously 
mentioned, oppose the plan for centers as utopian. 
They favor some form of compulsory health insurance 
under professional control. Dr. Edgar Sydenstricker 
would not sign because he felt that the recommenda- 
tions did not deal with the fundamental economic prob- 
Jem the Committee was formed to consider. If by this 
he meant that the problems of the wage earner and of 
the poor include the provision of food, fuel, housing, 
clothing and transportation as well as medical service, 
he will find most of the world in agreement with him. 

Early in the majority report it is emphasized that low 
incomes are largely responsible for the problems which 
the committee was created to investigate, but that sub- 
ject is apparently never mentioned again in the ma- 
jority report. 

In September the Board of Trustees and the Judicial 
Council of the American Medical Association met with 
a group of physicians representing various portions 
of the country, to hear an analysis of economic prob- 
lems. Last week the Board of Trustees met with the 
secretaries of state medical societies and with the 
editors of the state medical journals. At this meeting, 
Dr. William Allen Pusey, speaking for a committee 
appointed at the previous session, presented an analysis 
of the principles on which medicine must stand, its 
responsibilities to the public, and the return it has a 
right to expect from that public, In the twelve points 
under which he assembled his conclusions, several are 
especially significant in relation to the final report of 
the Committee on the Cost of Medical Care. They are 
briefly: 

The good of society must be the sole aim of its pub- 
lic policies and the good of the patient the first con- 
sideration in the relations between physicians and 
patients. 

Experience has shown that the vast majority of 
disease conditions afflicting man can be most satis- 
factorily and economically diagnosed and treated by a 
competent individual general practitioner. 

Medicine’s chief concern must be for the individual 
physician; the service rendered by individual physicians 
in the aggregate constitutes the great bulk of medical 
service. The quality of service which is given depends 
on the competency of the individual physicians who 
give it. 

The medical profession asks a career of independence 
under conditions of free and dignified competition. 

In its ideals of independence, medicine has a right 
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to control its own affairs. Its history of capacity to do 
so and altruism justifies this claim. 

“The Journal urges, after careful consideration, sup- 
port of the minority report signed by the representa- 
tives of the American Medical Association in the com- 
mittee. The alinement is clear—on the one side the 
forces representing the great foundations, public health 
officialdom, social theory—even socialism and commu- 
nism—inciting to revolution; on the other side, the 
organized medical profession of this country urging an 
orderly evolution guided by controlled experimentation 
which will observe the principles that have been found 
through the centuries to be necessary to the sound prac- 
tice of medicine. On the one side are alined the forces 
that would practice one kind of medicine for the rich, 
another for the wage earner and the indigent; on the 
other side are the physicians who know that, from the 
point of view of the physician who studies bodies and 
minds, all are human beings. The physicians of this 
country must not be misled by utopian fantasies of a 
form of medical practice which would equalize all 
physicians by placing them in groups under one ad- 
ministration. The public will find to its cost, as it has 
elsewhere, that such schemes do not answer that hidden 
desire in each human breast for human kindliness, hu- 
man forbearance and human understanding. It is better 
for the American people that most of their illnesses be 
treated by their own doctors rather than by industries, 
corporations or clinics. The American Medical Asso- 
ciation, through its Board of Trustees, supports the 
minority report. No doubt the House of Delegates, at 
its session in Milwaukee next June, will urge every 
physician affiliated with the Association to do like- 
wise, 


Probably no medical literature in the last 
three decades is of half as much import to the 
doctors of the country as the following text of 
the minority report of the Committee on the 
Cost of Medical Care as in this report medical 
integrity rather than medical interests reveals 
itself. 


MINORITY REPORTS 
Two minority reports and two statements constitute 
the views of those members of the committee who 
found themselves in conflict with the general tone or 
trend of the majority report. 


FIRST MINORITY REPORT 

The first minority report, which was signed by A. 
Christie, M.D., George E. Follansbee, M.D., M. L. 
Harris, M.D., Kirby S. Howlett, M.D., A. C. Morgan. 
M. D., Olin West, M.D., Robert Wilson, M.D., and N. B. 
Van Etten, M.D., draws attention to the failure of the 
Committee to show by facts that “organization” can ac- 
complish what is claimed for it in the majority report. 
There is nothing in the experience of the medical profes- 
sion to show that the “Community Medical Center” is a 
workable scheme or that it would not contain evils of its 
own which might be worse than the evils it is supposed 
to alleviate. This Medical Center Plan is suggestive of 
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the great mergers in industry in which mass production 
and centralized control are the principal features. It 
apparently disregards the fundamentals which make 
medicine a personal service and which require that the 
individual patient and not diseases or economic classes 
or groups be the object of medical care. 

The objections to the Medical Center Plan are sum- 
marized as follows: 

1. It would establish a medical hierarchy in every 
community to dictate who might practice medicine 
there. 

2. It would be impossible to prevent competition 
among the many such centers necessary for large cities ; 
cost would inevitably be increased by the organization 
necessary to assign patients to the various centers. 
This would add to the evils of medical dictatorship 
those of a new bureau in the local government with its 
attendant cost. 

3. Continuous personal relationship of physician and 
patient would be difficult if not impossible under such 
conditions. 

In the opinion of this minority group, the question 
of “Industrial Medical Service’ has not been adequate- 
ly or fairly dealt with in the majority report. For each 
of the favorable reports published (publications Nos. 
5, 18 and 20) many instances could be cited wherein 
the results of industrial medical services have been 
exceedingly unfavorable. It is pointed out that in in- 
dustrial medical services, mutual benefit associations, 
so-called health and hospital associations, and other 
forms of contract practice, no means have been found 
to prevent destructive competition between individuals 
or groups concerned with these movements, The studies 
published by the Committee show only the favorable 
aspects. They were selected because they were con- 
sidered the most favorable examples of this type of 
practice in the United States. For each of these plans 
a score of the opposite kind can be found. 

Utilization of subsidiary personnel is nothing new in 
medical practice. Already there is constant temptation 
in many fields to permit technicians to perform duties 
entirely unjustified by their knowledge and training. 
The minority expresses a word of caution relative to 
the dangers involved in permitting non-medical tech- 
nicians to assume the duties which only physicians 
should undertake. 

The Committee’s first recommendation that medical 
service “should be furnished largely by organized 
groups of physicians, dentists” and so on is apparently 
predicated on the Committee’s study on “Private Group 
Clinics.” This minority group believes that the estab- 
lishment of such clinics is in line of progress when they 
are a natural outgrowth of local conditions, but the 
studies published by the Committee, in the opinion of 
the minority, were far too few in number to consti- 
tute a safe base on which to erect so large and revolu- 
tionary a structure as is proposed. The majority report 
fails to consider the fact that multiplication of clinics 
or groups in large communities results in dup’:cation 
of expensive equipment far beyond the needs of the 
community. Such a multiplication of medical facilities, 
instead of reducing overhead and the costs of medical 
care to the community, adds to this cost through the 
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duplication of plants. It is significant to note that the 
overhead in private medical practice averages only 
about 2 per cent higher than for medical groups in the 
lower brackets of gross income. As the gross income 
rises, the ratio of overhead becomes progressively less 
significant. 

Other disadvantages of group practice are: restric- 
tion of freedom of action in respect to vacations, study, 
travel, attendance on scientific meetings and even publi- 
cation of medical articles to all members except the 
heads of the group; comparatively static income of 
members of a group except that of the owner or own- 
ers; salary cuts, then discharge of employees to reduce 
overhead in times of depression; disruption of groups 
through death or disability of some able man or men 
around whom the group has been built, and the diffi- 
culty with which physicians are able to find employ- 
ment in another group or are able to enter private 
practice when a group closes. 

In spite of the extensive data available on the in- 
surance systems of Europe and the evidence which can 
be produced to show that voluntary health insurance 
schemes have everywhere failed, the majority of the 
Committee makes the definite recommendation that 
this country adopt the thoroughly discredited method 
of voluntary insurance. A system of voluntary health 
insurance tied to the visionary medical center plan, 
which is offered as the “keystone” of all medical service, 
would plunge the medical profession into similar or 
more difficult problems than have been experienced by 
the European professions in its struggle against the 
various European insurance schemes. In the United 
States, contract practice is essentially health insur- 
ance and has already given rise to destructive competi- 
tion among professional groups, inferior medical serv- 
ice, loss of personal relationship of patient and 
physician, and demoralization of the profession. It is 
clear that all such schemes are contrary to sound public 
policy and that the shortest road to commercialism of 
the practice of medicine is through the supposedly rosy 
path of insurance. 

The objections to compulsory health insurance are 
almost as compelling to this minority group as are those 
to voluntary insurance. Proof of the evils of the com- 
pulsory system is at hand in our own experience in this 
country with the only compulsory system with which 
we have yet had to deal, workmen’s compensation in- 
surance. Under workmen’s compensation, groups are 
soliciting contracts, often through paid lay promoters; 
laymen are organizing clinics and hiring doctors to do 
the work; standards of practice are being lowered; 
able physicians outside the groups are being pushed to 
the wall; the patient is forced by his employer to go 
‘o a certain clinic, and the physician is largely under 
the control of the insurance companies. These are not 
visionary fears of what may happen but a true picture 
of widespread evils attending insurance practice. No 
better example should be needed of what must happen 
to medical care if compulsory insurance is extended to 
families. 

The total cost of medical care is usually increased 
when it is paid for through insurance, because the cost 
of operation of the insurance plan must be added to the 
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cost of medical care and the number of persons sick 
and the number of days’ sickness per capita always 
increase under any insurance system. The Majority 
Report registers approval of insurance but disapproves 
of insurance companies. The minority group agrees 
with the principle that, in any contract practice plan 
involving an insurance principle, this principle should 
be applied through a nonprofit organization. The 
minority group has not attempted to marshal all the 
facts or arguments that can be used against health 
insurance but has endeavored to show that there are 
great dangers and evils in insurance practice which 
must be set over against the advantages of distributing 
the costs of medical care by this method. The minority 
group believes that the majority report has minimized 
these dangers and evils. 

* The minority recommendations follow: 

“I. The minority recommends that government com- 
petition in the practice of medicine be discontinued and 
that its activities be restricted (a) to the care of the 
indigent and of those patients with diseases which can 
be cared for only in governmental institutions; (b) to 
the promotion of public health; (c) to the support of 
the medical departments of the Army and Navy, Coast 
and Geodetic Survey, and other government services 
which cannot because of their nature or location be 
served by the general medical profession; and (d) to 
the care of veterans suffering from bona fide service- 
connected disabilities and diseases, except in the case of 
tuberculosis and nervous and mental diseases. 

“II. The minority recommends that government care 
of the indigent be expanded with the ultimate object 
of relieving the medical profession of this burden. 

“III, The minority joins with the Committee in 
recommending that the study, evaluation and coordina- 
tion of medical service be considered important func- 
tions for every state and local community, that agencies 
be formed to exercise these functions, and that the 
coordination of rural with urban services receive special 
attention. 

“IV. The minority recommends that united attempts 
be made to restore the general practitioner to the 
central place in medical practice. 

“V. The minority recommends that the corporate 
practice of medicine, financed through intermediary 
agencies, be vigorously and persistently opposed as be- 
ing economically wasteful, inimical to a continued and 
sustained high quality of medical care, or unfair ex- 
ploitation of the medical profession. 

“VI. The minority recommends that methods be 
given careful trial which can rightly be fitted into our 
present institutions and agencies without interfering 
with the fundamentals of medical practice. 

“VII. The minority recommends the development by 
state or county medical societies of plans for medical 
care.” 

SAFEGUARDS IN DISTRIBUTION OF MEpIcAL Costs 

This minority group agrees that any plan for the 
distribution of medical costs must have the following 
safeguards : 

1. It must be under the control of the medical pro- 
fession. (A “Grievance Board” to settle disputes, hav- 
ing lay representation, is permissible and desirable. ) 
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2. It must guarantee not only nominal but actual free 
choice of physician. 

3. It must include all, or a large majority of, the 
members of the county medical society. 

4. The funds must be administered on a nonprofit 
basis. 

5. It should provide for direct payment by the patient 
of a certain minimum amount, the common fund provid- 
ing only that portion beyond the patient’s means. 

6. It should make adequate provision for community 
care of the indigent. 

7. It must be entirely separate from any plan provid- 
ing for cash benefits. 

County Socrery PLrans For Mepicat Care 

The minority group states its reasons for favoring 
thorough trial of the county society plan for furnishing 
complete medical care as follows: 

1. It places responsibility for the medical care of the 
entire community on the organized physicians of the 
community, 

2. It places medical care under the control of the 
organized profession instead of in the hands of lay 
corporations, insurance companies, and so on. 

3. It places responsibility for the quality of service 
directly on the organized profession. It is in fact the 
only plan that guarantees quality of service and makes 
it the only basis of competition. 

4. It removes the possibility of unethical competition 
because it includes all the physicians of the community 
and fixes a fee schedule. 

5. Solicitation of patients, underbidding for contracts 
and other evils of the usual insurance plans are elimi- 
nated. 

6. Freedom of choice of physician is assured and the 
essential personal relationship of physician and patient 
is thereby preserved. 

7. It is the only plan that includes all classes, from 
the indigent to the wealthy. 

8. It is adaptable to every locality, both urban and 
rural. 

9. It provides for a minimum cost of administration 
by operating on a nonprofit basis. 

10. It provides for payment, by every patient with 
income, of a certain minimum amount before the in- 
surance is in operation. The minimum rises with the 
patient’s income. This provision alone will operate to 
avoid many abuses in all other types of insurance prac- 
tice. 

11. It provides for means of certification of disabil'ty 
separate from the attending physician. 

12. Cash benefits do not form a part of the plan. 


SECOND MINORITY REPORT 


The second minority report, which was signed by 
Herbert E. Phillips, D.D.S., and C. E. Rudolph, D.D.S., 
is in agreement with the first minority report in strong- 
ly emphasizing the necessity of maintaining professional 
standards and the position of the general practitioner. 
This group agrees with the first minority group that the 


majority is unduly critical of the professions. The 
second minority group joints with the first in declaring 
the medical center plan of the majority a utopian con- 
cept involving many problems too visionary or problem- 
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atic to justify inclusion in an authoritative report of 
this kind. 

The second minority group believe that the method 
of payment for medical service need not interfere with 
the highest. professional standard or the close personal 
relations between practitioner and patient. Further- 
more, this group is of the opinion that the introduction 
of compulsory health insurance under professional con- 
trol would eliminate the objectionable features. It is 
in accord with the first minority group on the develop- 
ment by state or county medical society of plans for 
medical care. 

The statements of Edgar Sydenstricker and Walton 


H. Hamilton are largely criticisms of the methods used. 


by the Committee. They are of the opinion that the 
preliminary studies and the recommendation do not deal 
adequately with the fundamental economic questions 
which the Committee was formed primarily to study 
and consider. 


FOR VEST POCKET REFERENCE HERE 

IS A SUMMARY OF THE MINORITY 

REPORT OF THE COMMITTEE ON 
THE COST OF MEDICAL CARE 
MINORITY RECOMMENDATIONS 

Nine members of the committee signed a 
minority report. The minority recommended : 

‘“‘That government competition in the prac- 
tice of medicine be discontinued and that its 
activities be restricted entirely to certain types 
of service. 

‘‘That government care of the indigent be 
expanded, with the ultimate object of relieving 
the medical profession of this burden. 

‘‘That coordination of medical service be 
considered an important function for local 
communities. 

“‘That united attempts be made to restore 
the general practitioner to the central place in 
medical practice. 

“That the corporate (i. e., organized) prac- 
tice of medicine be vigorously and persistently 
opposed as wasteful, inimical to high quality, 
or productive of unfair exploitation of the 
medical profession. 

‘“‘That careful trial be given methods which 
can rightly be fitted into our present institu- 
tions and agencies without interfering with the 
fundamentals of medical practice. 

‘“‘That state or county medical societies de- 
velop plans for medical ecare.’’ 








SHOW ME THE STORK 
Little Billy had just been told that a stork had 
brought him a little sister. “Would you like to see 
her?” asked the doctor. “No,” said Billy, “but I’d like 
to see the stork.”—Nursing Times, 


EDITORIALS 489 


ORGANIZED MEDICINE SHOULD WIELD 
TREMENDOUS INFLUENCE IN CIVIC 
AFFAIRS. THE NUMERICAL STRENGTH 
OF THE MEDICAL PROFESSION. 
Doctors of medicine represent the largest 

single group of professional men in the country. 

There are about 160,000 graduate physicians 

in the United States, of whom 140,000 are be- 

lieved to be in active practice. 
The twelfth edition of the American Medical 

Directory lists 159,050 names and indicates 

that physicians are located throughout the 


country as follows: 
State 

Alabama 

Arizona 

Arkansas 


Delaware 

Tissteiee of Calminliiticccn 6 ccsesi aster esiecavedcctenass 
Florida 

Georgia 

Illinois 

Indiana 


Kansas 
Kentucky 
Louisiana 


Maryland 
Massachusetts 
Michigan 
Minnesota 
Mississippi 
Missouri 
Montana 
Nebraska 


New Hampshire 
New Jersey 
New Mexico 


North Carolina 
North Dakota 


Pennsylvania 
Rhode Island 
South Carolina 
South Dakota 
Tennessee 


Virginia 

Washington 

West Virginia 

Wisconsin 

Wyoming 

Medical officers U. S. Army & Navy (1918) 
Canal Zone ; 


Porto Rico (Dist.) 
Philippine Islands : 
A physician reaches in the course of the year 


practically every home in the United States. 








490 ° ILLINOIS MEDICAL JOURNAL 


As moulders of public opinion the medical pro- 
fession can exert an influence that is not ap- 
proached by any other profession or trade 
because they are closer to the hearts of the 
people than any other body of men. 

As an advertising medium the influence of 
the profession has been in a large measure 
overlooked by the commercial industries of 
the country. 

The doctor wields a large influence in the 
selection of foods, clothing, house furnishings 
and equipment and other things which affect 
health, sanitation and comfort. For this reason 
the farsighted manufacturer seeks to obtain 
the support of the medical men both through 
advertising and through personal contact at 
conventions, and through detail men who call 
personally on the individual doctor. 





AUXILIARY NEWS 

The members of the Woman’s Auxiliary 
to the Illinois State Medical Society offer con- 
gratulations to Mrs. T. O. Freeman of Mattoon, 
Illinois, on her election as Trustee, University 
of Illinois, on the Democratic Ticket, and wish 
her great happiness and success in this new 
endeavor. 





The Board Meeting of the Illinois Auxiliary 
held in Chicago, November 19, was probably 
one of the most successful and well attended 
Board Meetings in the history of the Illinois 
Auxiliary. Officers, Chairmen of Committees, 
County Presidents and Councilors came from 
all sections of the State and reported their 
activities, and consummated important busi- 
ness. Mrs. E. W. Mueller, President, is in 
touch with every angle of the auxiliary’s work, 
and is setting a high standard for efficiency 
and accomplishments. Mrs, Mueller presented 
to the Board a tentative program for the 
Annual Convention to be held in Peoria, May 
16, 17, and 18, 1933, which was approved. 

Some of the Down-State board members 
who came to Chicago for this meeting were: 
Mrs. Solomon Jones, Danville, president-elect, 
Mrs. E. 8. Allen, Arcola, Mrs. I. L. Foulon, 
East St. Louis, Mrs. H. I. Conn, Newman, 
Mrs. A. D. Middleton, Bloomington, Mrs. W. R. 
Rhodes, Toledo. Of course all the Chicago mem- 
bers were present. 

It is the constant aim of the Board to in- 
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crease the number of County units and aug- 
ment the membership at large. The officers 
and councilors are untiring in their efforts, 
and while the growth of the auxiliary is not 
spectacular it is a healthy, sturdy growth and 
the influence of the Auxiliary is becoming an 
important factor. 

The members of the Board urge every Doc- 
tor who is a member of the Illinois State 
Medical Society to influence his wife to be- 
come a member of the Woman’s Auxiliary. 





One very important decision made by the 
Board was that the reports of Officers, Coun- 
cilors and Chairmen of Committees for the 
past year be printed in the ‘‘Bulletin.’? When 
these reports are printed please preserve these 
publications for much valuable information 
will be contained therein. They will be printed 
over a period of time, as space permits. 





In Chicago there are five branch Auxiliaries 
—Englewood, Jackson Park, Aux Plaines, 
North Shore and North Side. 

The North Shore Branch have a novel way 
of holding their monthly meetings, i. e., at 
various hospitals. Usually an instructive talk 
is made by the Superintendent or Superinten- 
dent of Nurses, followed by tour of the hos- 
pital, then a social hour with tea, and 
discussion on medical and legislative matters. 

The Jackson Park Branch hold their meet- 
ings at various homes, and devote part of the 
time to programs supplied by the Program 
Committee of the State Auxiliary, and the 
balance of the afternoon to book reviews, musi- 
cal numbers, lectures or cards. In this manner 
the objectives of the Auxiliary are kept be- 
fore the members, and at the same time a 
social atmosphere is maintained for those who 
prefer that phase of contact. 

Aux Plaines Branch out on the West 
section of Chicago is a very active Auxiliary. 
At their October meeting Mr. W. Ham, Assist- 
ant States Attorney, talked on ‘‘ Prosecution 
of the Quack’’ and in November they met at 
a Bridge Tea. 





One of the hardest working and most con- 
scientious Committee Chairmen, is Mrs. A. I. 
Edison, Chairman of Hygeia. The State of 
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Illinois has fallen out of line with other states 
in number of subscriptions secured for ‘‘ HY- 
GEIA,’’ and Mrs. Edison urges that each 
County concentrate on this work. This maga- 
zine which is the mouthpiece of organized 
medicine should be placed in all Publie Librar- 
ies, Public Schools and Reading Rooms. Dur- 
ing these depressing times these organizations 
have not funds to subscribe for this magazine 
and it is suggested that auxiliaries throughout 
the state give subscriptions. to Public Libraries 
and Schools where they are read and appreci- 
ated. Mrs. Edison has made an extensive 
survey of this field and will be glad to advise 
with the various County Auxiliaries in helping 
to obtain a wider distribution of this very 


excellent magazine. 
Mrs. F. P. Hammond. 





SOCIAL INSURANCE* 
(Continued) * 
COUNTER-SUGGESTIONS 

The medical and dental professions of this 
country are giving the American public the 
best all-round health services ever enjoyed by 
any nation and are on the whole serving the 
nation as well or better than any other group 
of men. These two professions have a very 
general and most intimate contact with the 
citizens of the nation. No other professions are 
in so favorable a position to exert so great an 
influence for good as are these two if they will 
but use their opportunity rightly and wisely. 
If they are to accomplish the greatest possible 
good they must make still closer contacts with 
and exert still greater influence upon the polit- 
ical, social and ethical life of the nation. These 
professions as a whole and as individuals must 
strive unceasingly and untiringly, in the fu- 
ture as in the past, for still further improve- 
ments in their respective fields. If unhampered 
by lay bureaucratic supervision and control in 
the future as they have of the whole been in 
the past we have every assurance that they 
will proceed to new and greater achievements; 
if, on the contrary, unduly hampered, we have 
every reason to expect medical service to de- 
teriorate and medical progress to cease as it 
has already done in those countries whose gov- 
ernments have interfered the most. 





*Eleventh installment of Dr. Edward H. Ochsner’s articles 
on Medical Economics. 
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In order to maintain the high standard of 
medical services prevailing, the professions 
must insist that the governments of the various 
states maintain high standards of requirements 
for admission to the practice of the professions. 
In order to accomplish this, continued educa- 
tion of the public in this regard is necessary. 

The organized professions through their 
proper local organizations must see to it that 
all undesirables are weeded out and that the in- 
dividual members render efficient service for 
adequate and yet reasonable fees. The profes- 
sional man who makes unreasonably exorbi- 
tant charges for his services is even a greater 
menace to private practice than is he who 
charges too little. The former is the one to 
blame for most of the antagonism and resent- 
ment among the laity, while the latter because 
of his unfair competition makes it difficult for 
his colleagues to secure the necessary means 
for graduate work so essential to growth and 
progress. 

Having presented to the attention of my 
readers through these articles the defects of 
Social Insurance as practiced at present in for- 
eign countries and also having shown the dan- 
gers of such a system if allowed to become fixed 
upon the American Citizen, I offer as counter- 
suggestions that the government instead of 
wanting to take over new functions and new 
powers would do better were it to make every 
effort to perform acceptably the duties with 
which it now is entrusted. We of the medical 
and dental professions insist that the govern- 
ment give better medical services to its prison- 
ers, delinquents, insane, paupers and govern- 
ment wards in general; that it give more ser- 
ious attention to sanitation and hygiene, parti- 
cularly to ventilation of public conveyances and 
places where large numbers of people congre- 
gate, and to the prevention of pollution of our 
sources of community water supply such as 
lakes and rivers. 

The allied professions in conjunction with 
the government should give more serious atten- 
tion to the teaching of personal hygiene in our 
schools, colleges and universities. Our educa- 
tional institutions should teach the rising gen- 
eration the value of integrity, industry, thrift 
and frugality, and that there is no substitute 
for these, not even legislation. Teach them that 
trying to keep up with the Joneses is not nec- 
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essarily a virtue and that the installment buy- 
ing of luxuries and trying to keep ahead of the 
Browns is poor business. Teach them that to 
learn how to get one’s money’s worth and to 
acquire a competence are much more worth 
while. Teach them that trying to get something 
for nothing, particularly through gambling, 
whether it be crap-shooting, poker, or buying 
stocks on margin, is fundamentally dishonest 
and almost invariably leads to diseaster. 

Better provisions for safe-guarding the say- 
ings of our workers should be made and if there 
is no way of accomplishing this, there should 
be established a compulsory government insur- 
ance against sickness whereby the individual 
worker pays for his own insurance, in other 
words, separate entirely medical services and 
eash benefits. The physician should under no 
circumstances be medical adviser and insurance 
adjuster as he is in fact in all systems of Com- 
pulsory Health Insurance now in vogue. 

Social Insurance is man’s latest attempt at 
finding a means whereby social justice may be 
attained. But like all panaceas so far advanced 
it & sure to make conditions worse rather than 
better. The first and most important thing to 
do is to secure honest and efficient government 
and this cannot be accomplished until the gen- 
eral standard of honesty has greatly improved 
which is simply another way of saying that 
there is no substitute for character of the in- 
dividual members which make up a nation. 

FINALLY, devise means and methods where- 
by remuneration and reward shall be in direct 
proportion to time and energy legitimately ex- 


pended and to the value of services rendered 


to society. 

While the underlying purpose of Social In- 
surance is to secure the more equitable distri- 
bution of wealth and to employ the weapon of 
taxation in order to secure the necessities and 
comforts of life to the poor at the expense of 
those with larger incomes, the system is of nee- 
essity a failure because it does not conform with 
the foregoing fundamental principle of justice 
but instead rewards the inefficient at the ex- 
pense of the efficient; the lazy, shiftless and 
immoral at the expense of the industrious, 
thrifty and moral. While it is unquestionably 
true that certain individuals have been and are 
still receiving money for which they have not 
rendered an equivalent service to society, treb- 
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ling and quadrupling and even ten-fold the 
number of these parasites does not correct the 
evil. The remedy must be much more funda- 
mental. 

This formula will require the best brains of 
the country for its practical application, but I 
am firmly convinced that it is the only formula 
that offers a practical solution to our social and 
economic ills not only of the allied professions 
but of society in general. If it is followed, 
those members of society who are doing the 
world’s work will have enough money to em- 
ploy capable dentists and physicians of their 
own choice and will then be assured adequate 
health service. 





EDUCATIONAL COMMITTEE 
ILLINOIS STATE MEDICAL SOCIETY 
REPORT FOR NOVEMBER, 1932 
SPEAKERS’ BUREAU 


37—Physicians addressed approximately 3,900 people 
representing the following groups: 

Women’s Clubs 

Parent Teacher Associations 

High Sehool Assemblies 

Rotary Clubs 

Kiwanis Clubs 

Teachers Institutes 

District Meetings of Women’s Clubs 

Household Science Groups 

Record Librarians 

League of Women Voters 

Mothers’ Clubs 

Pre-Medical and Pre-Dental Club 

It is interesting to note the subjects that were se- 
lected for discussion 

Mental Health 

Thrift in Health 

Health of the Child 

Health of the Adult 

Value of Animal Experimentation 

Nutrition and Malnutrition 

Health of the School Child 

Eye, Ear Nose and Throat: Conditions 

Relation of Health to School Work 

Discipline 

Adolescence 

Diphtheria 

Cancer 

Heart Disease 

Patent Medicines 


SCIENTIFIC SERVICE COMMITTEE 


13—Scientific programs were arranged for medical 
societies : 

Schuyler—Arno B. Luckhardt—Recent Advances in 
Endocrinology 

Will-Grundy—G. Henry Mundt 


Rock Island—Abraham Levison—Diagnosis and 
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Treatment of Cerebral Hemorrhage in the Newborn 
Will-Grundy—Edwin W. Hirsch—Prostate 
South Bend, Ind—Aaron Arkin—Hodgkins Disease 
Will-Grundy—Harry R. Hoffman—Mental Diseases 
and Crime 
Bureau—Nelson M. Percy—Goiter 
Bureau—James H. Hutton—Thyroid and Ovarian 
Disturbances at Puberty and the Menopause 
Will-Grundy—Marshall Davison—Recurrent Chole- 
cystitis Following Cholecystotomy 
Sherman Hospital, Elgin—Leroy Sloan—Diagnosis 
of Brain Lesions 
LaSalle—Ernestine 


Kandel—Recent Advances in 


Knowledge of Pernicious Anemia 

LaSalle—Lester R. Dragstedt—The Etiology of Gas- 
tric Ulcer 

Will-Grundy—James T. Case—Spinal Anesthesia 

Letters sent to Secretaries offering help with pro- 
grams on Mental Hygiene and the Handicapped Child. 


PRESS SERVICE 
695—Releases to Illinois Newspapers. 
410—Regular Press Service. 
27—Monthly Service. 

33—Home Bureau Advisers, Material on Colds. 
55—Newspapers, re meeting Bureau County Medical 

Society. 
105—Newspapers, re meeting LaSalle County Medical 
Society. 

32—Newspapers, re meeting Randolph County Med- 

ical Society. 
7—Newspapers, LaGrange, articles on Diphtheria and 
Scarlet fever. 

23—Community papers, re meetings Branch Societies, 
Chicago Medical Society. 

3—Association of Commerce, re meetings Chicago 
Medical Society. 

16—Articles written and approved. 

Dieting, Fresh Air, Birthmarks, Dangers of Sinus 
Infection, Percussion, Scarlet Fever-Scarlatina-Scarlet 
Rash, Tularemia, Deformities of the Feet, Fatigue and 
Health, Middle Ear Abscess, The American Disease- 
Appendicitis, Clothing the Young Child, Fever, Diph- 
theria Immunization, Four Common Fallacies, When 
Your Child Chokes. 


‘RADIO 
48—Radio Talks from WGN, WJJD, WAAF 
John F. Delph—Hoarseness 
Frank Maple—The Expectant Mother 
Frederick Balmer—Menaces to Health 
E. J. DeCosta—Backache in Women 
Sol Litt—Holmes, Semmelweis and the Fight Against 
Child-bed Fever 
A. W. Stillians—Questioning the Skin 
Albert G. Peters—Errors in Refraction 
Percy E. Hopkins—Hernia 
R. Robinson Duff—Great Emergencies 
Il. R. Schmidt—Your Skin in Winter 
Vernon Mrazek—Acne 
S. J. Taub—Bronchial Asthma 
Marion S. Fink—Birth Marks and Moles 
H. T. Haverstock—Your Eyes 
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Bernard E. Sayre—Toxic Goiter 

Bernard Fantus—What to Do and What Not to Do 
For Fever 

J. Baily Carter—Rheumatic Fever 

C. J. McMullen—Diabetes 

G. E, DeTrana—Appendicitis 

P. L. Jeppson—The Heart in Health and Disease 

Irving Treiger—Leakage of the Heart 

R. W. Kerwin—Nasal Catarrah 


MISCELLANEOUS 

Periodic Health Examination blanks sent to physicians 
in state. 

30—Package Libraries loaned to physicians 

Special diphtheria material to two counties sponsor- 
ing immunization campaigns, 

Notices sent to physicians concerning meetings of 
Bureau, Perry, and LaSalle County Socities. 

Scientific medical films secured for physicians and 
popular health films loaned to lay groups. 

Special Announcements given to lay meetings of 
Chicago Medical Society. 





A REPORT OF THE PHYSICALLY HANDI- 
CAPPED CHILDREN’S COMMISSION 


To the Honorable Members of the Fifty-seventh Gen- 
eral Assembly : 

Pursuant to Joint House Resolution number 20, 
adopted by the House, March 21, 1929 and concurred 
in by the Senate, May 21, 1929, wherein was designated 
as a commission, the Director of Public Welfare, the 
Director of Public Health and the Superintendent of 
Public Instruction to report to the Fifty-seventh Gen- 
eral Assembly its findings and recommendations per- 
taining to the conditions of the Handicapped. children 
of Illinois, their hospitalization, their education and all 
other facts pertinent to their welfare, the Commission 
begs to submit the following report: 

1. The Commission wishes to acknowledge its obli- 
gations to the fine spirit of co-operation of those help- 
ing to make the survey throughout the State. In each 
county a local commission consisting of three members 
was appointed, one by the Director of Public Welfare, 
one by the Director of Public Health and one by the 
Superintendent of Public Instruction. Usually the 
County Superintendent of Public Schools, a_ social 
worker, if one was available, and a physician of repute 
made up the county commission. The local commis- 
sions worked through school teachers, social workers, 
nurses and physicians and others who were available. 

2. Sixty-four counties made fairly thorough surveys, 
thirteen made partial surveys and twenty-five made lit- 
tle or no response. Ten thousand, nineteen children 
have been listed with their addresses, ages, school 
attendance and a probable diagnosis. When the partial 
and non-reporting counties have made their reports the 
number of children will exceed twelve thousand. It is 
also evident that there will be five thousand others who 
have not been located. This will bring the total number 
of handicapped children in the State up to seventeen 
thousand. In such counties as Rock Island, LaSalle, 
Kankakee, Sangamon, Vermilion, Champaign, Steven- 
son, Macon, Logan and Williamson where crippled chil- 
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dren’s work has been long established large numbers 
of handicapped boys and girls have been reported, not 
because there are more in these counties, but because 
clinic publicity and follow-up care have aroused county 
wide interest and people are aware of the location of 
these afflicted children. Counties that employ county 
and school nurses find more handicapped children. 
Since mid-wives deliver many babies in the State, these 
born with defects are not discovered until they enter 
school. 

3. The percentage of crippled children under twenty- 
one in this State has been figured conservatively at 2.2 
crippled children to each one thousand of the general 
population. This average was taken from the listing of 
eight of the well worked counties. Williamson County, 
however, has only 1.8 crippled children per thousand of 
population while Edgar county has 3.4 and Sangamon 
county 3.5. The explanation for this is found in the 
fact that Williamson county is fortunate in having a 
county plan with two fine special schools that have 
reached every corner of the school districts. This county 
too seems to have escaped wide-spread epidemics of 
Infantile Paralysis. Edgar county has county and school 
nurses who have no doubt, found and listed every crip- 
pled child in the county. Sangamon county has had 
crippled children’s clinics twice a month for the past 
several years with its attendant publicity. Springfield 
has a fine special school and the only crippled children’s 
hospital in the State outside Cook county. At St. John’s 
Sanitarium, crippled children receive excellent surgical 
and follow-up care. There are about one hundred beds, 
aside from an occasional bed offered temporarily to 
some special case; these are all the beds available to 
down-state children, 

4. There are two thousand, sixty-four children who 
are listed as not attending school at all or whose attend- 
ance is very irregular. Almost every one of these can 
learn if they be given the opportunity. Education should 
be made available to every crippled child in the State. 
To educate a crippled child converts a liability to an 
asset. The county special school where rural and town 
children alike are trained has been tried in two coun- 
ties and found successful. This is an original Illinois 
idea having been suggested by Mr. W. S. Booth, As- 
sistant Superintendent of Public Instruction. The boys 
and girls are brought to school and returned home each 
day by busses or automobiles. 

5. There are twelve hundred, twenty-six youths of 
high school age in Illinois who need vocational training. 
A wide choice of trades is possible and these young 
people can be taught to earn their living, thus relieving 
counties of their support. 

6. The following ‘list shows the numbers and kinds 
of handicapped children revealed by the State wide 
survey: 

Infantile Paralysis 
Bone Infection 
Club Feet 

Flat Feet 

Spastic Paralysis 
Dislocated Joints 
Rickets 
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Arthritis 
Accidents 
Birth Defects 
Spinal Defects 
Miscellaneous 


7. Infantile Paralysis has afflicted two thousand, three 
hundred and eight children with handicaps. Almost 
every one of these can be greatly relieved by proper 
care immediately following the illness. An excellent 
example of this fine care may be seen at St. John’s 
Sanitarium among the children who were victims of 
this epidemic of last summer. Some will be completely 
restored, other victims of past epidemics can be put 
into splendid condition by skilled surgical care. The 
Surgical Institute for Children, University of Illinois 
College of Medicine, in Chicago, supported by Elks 
and Rotarians, has through the University’s orthopedic 
staff, virtually rebuilt a number of boys and girls this 
past year who are now attending a regular school every 
day and rapidly forgetting that they were once handi- 
capped. 

8. Bone Infections, which have caused nine hundred, 
seven to be crippled, can frequently be prevented by 
sanitary measures in food production, protection from 
contact with tuberculous patients and hygienic care of 
children in the removal of foci of infection. These chil- 
dren must have hospital care in order to live, and often 
long periods of it, if they are to regain usefulness. 

9. There are four hundred, eighteen children listed 
with the deformity of club feet. Each of these, without 
exception, can be materially benefited and nearly every 
one cured to the extent of foot stability. A young club- 
footed adult should be difficult to find in Illinois at the 
close of this decade. Efficient social service through 
surgical care, and complete family co-operation, will 
completely remove the deformity in club foot. children. 

10. There are two hundred, sixty-eight chidren listed 
as having flat feet to a degree necessitating clinic care. 
A very few need hospital care, but most of them will 
be helped through the clinics. 

11. The tragic report of one thousand, sixty-two 
children listed as having spastic paralysis, pictures a 
long, long trail of little folks with frequently useless 
bodies and often defective speech, which forms a barrier 
to every avenue of self-expression. Everyone of these 
must have special muscle training and many will need 
surgery. Certainly Illinois should give more attention 
to the prevention of the causes of spastics. The ques- 
tion of mid-wives, delivery injuries, breeding of syphi- 
litics, alcoholics, the insane, the prevention of high fevers 
and spasms in the young should be carefully investigated 
and remedies proposed by expert advice. 

12. The four hundred and sixty-eight boys and girls 
born with joints dislocated will need the best of opera- 
tive care to restore them. The promise of recovery is 
very good if the children are reached before six years 
of age, but after that the probability of complete recov- 
ery lessens each year. 

13. Three hundred, eighty-six children have bow- 
legs resulting from rickets. Properly trained social 
service workers, acquainted with modern pediatrics, 
feeding and medication of rickets, will prevent this 
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disease and its deformities by selecting children and 
directing their clinical attendance. Surgery if necessary, 
will help greatly, but hospital accommodations for sur- 
gery are denied the greater percentage of the young 
people due to the difficulty of financing the care. State- 
wide educational publicity should entirely prevent this 
disease by making better co-operation between families, 
field workers and their physicians, 

14. Arthritis makes pitiful stiff jointed little young- 
sters who sit all day long in a fixed position, denied 
education and every line of useful pleasure. There are 
one hundred, ninety-seven of these in Illinois. Sycamore 
has a little ten year old girl who walks now for the 
first time in her life. She was given care at the Surgical 
Institute for children, Coliege of Medicine, University 
of Illinois, and she was maintained during her stay 
there by the Elks. Many such cases could be cured if 
more beds were available. 

15. Accidents of many sorts have crippled five hun- 
dred, fifty-five boys and girls in Illinois. A few have 
amputations, many have burn scars, which have caused 
disabling contractions, some have fractures which will 
need expert surgical care to make the broken bone unite. 
Of the latter two cases, many can be almost completely 
restored. 

16. Four hundred, ninety-seven children have birth 
defects. A great number of these are curable if taken 
in time. Wry necks take about two weeks of hospital 
care and then plaster casts for a little while. No one 
should have to bear this embarrassing defect nor should 
anyone have to go through life with a hare-lip and 
cleft palate. There are other birth defects which are 
curable besides these mentioned, but the remedy takes 
surgical care and hospitalization. 

17. No boy nor girl should grow into adulthood with 
a hump or a crooked spine. Illinois can prevent this 
heart breaking condition by discovering T. B. Spine 
early and can cure it, if the deformity is not allowed 
to set. Efficient orthopedic field work and good clinic 
care will prevent it and expert surgical attention will 
assist in restoring a normal condition. Incidentally, the 
straightening adds years to the child’s life. There are 
known to be six hundred, fifty such children in this 
State. 

18. The number under miscellaneous is large, two 
thousand, ninety-five due to the grouping of cardiacs, 
various atrophies, dystrophies and hemophiliacs. The 
medical and orthopedic staffs at the College of Medi- 
cine, University of Illinois, are deeply interested in 
hemophilia. Many of these cases are hospitalized at 
the surgical institutions for children, where under the 
direction of Dr. Carrol Birch, extensive investigation 
is being made from the medical and serological view- 
points. Some of the desperate cases have had their 
hemorrhage sufficiently controlled by medication to al- 
low teeth and tonsils to be removed without fatality, 
and at this stage fresh ovary was placed in the abdomens 
of some of the cases. An extensive study of the blood 
is being made and we hope that some remarkable facts 
may be obtained which will aid materially in the pre- 
vention of this disease. What has already been done is 
really an event of the age since for centuries many 
children have died of this strange malady. The miscel- 
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laneous group also included many difficulties not dis- 
tinctly classified and it is also necessary to list here 
many children whose survey reports gave no description 
nor any attempt at diagnosis. Of course, they must 
belong under other headings and are probably curable 
if they can be reached in time. 

19. While the greater majority of the parents of 
these eleven thousand children are not indigent yet few 
of them have sufficient means to bear the expense of 
prolonged hospitalization for crippled children. Hos- 
pital rates though justifiable, are far too high to be 
dreamed of by the majority of these parents, and the 
little folks grow up deformed. If a hundred bed hospital 
could be made available for down-state children, great 
strides could be made towards their restoration. Then 
too, in the efforts made to cure these boys and girls, 
discoveries would be made which might prove the means 
of saving the lives of those now thought incurable. 

20. There are nine orthopedic surgeons on the staff 
of the Ill. Elks Crippled Children Clinics throughout 
the State, co-operating with local physicians and sur- 
geons. Only cases of short duration can usually be 
handled in local hospitals; prolonged stay is impossible. 
The Shrine hospital and other hospitals of Chicago for 
children have perhaps two hundred, fifty beds but what 
are these among nine thousand children who are wait- 
ing? One hundred beds for down-state children would 
reach a great many and save them. The University of 
Illinois College of Medicine with such clinic possibilities 
would soon become world known for the excellent 
training of orthopedic surgeons. It should lead the na- 
tion in its discoveries for the prevention of crippling 
diseases and its success in involving curative treatment. 

Besides the reduction of the tax payer’s burden, in 
the elimination of these charges of the State, they will 
become producers and thereby add materially to the 
wealth of the State; instead of being tax consumers, 
they will become tax payers. 

To rebuild the lives of the State’s unfortunate crip- 
ples is economically sound, socially fair and morally 
right. If it were merely an experiment there might be 
some justification in postponing a program of this sort 
but the results of hospitalization, education and clinical 
care are too obvious to offer any excuse for delay. 

Therefore, your commission wishes to offer for your 
careful consideration the proposal that a permanent 
commission, composed of the Director of Public Wel- 
fare, the Director of Public Health and the Superin- 
tendent of Public Instruction together with from three 
to five civilian members to be named by the Governor, 
be created. The commission to use whatever means that 
are available to care for the needs of the crippled chil- 
dren of the State of Illinois as revealed by the survey 
in foregoing summary. It is further recommended that 
the commission keep a registry of the names of crippled 
children of the State and that it use whatever means 
are necessary to keep the same up to date. It is recom- 
mended also that in order to supply opportunities for 
special training the University of Illinois College of 
Medicine shall irimediately organize and equip facilities 
for the education of Orthopedic Surgeons to care for 
the physically handicapped and at the same time re- 
habilitate the more difficult cases. 
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Correspondence 


WHEN COMPULSORY HEALTH INSUR- 
ANCE AGAIN SHOWS ITS HEAD 


To the Editors: Here is an interesting item 
for the Record, so that we may have it to refer 
to, later, when Compulsory Health Insurance 
again shows its head. Of course, you know, a 
Compulsory Health Insurance Bill is intro- 
duced every year in the New York State Legis- 
lature by Mr. Cuvillier, in the Assembly and, 
of course, too, he has no difficulty in finding 
some obliging, ambitious, inexperienced new 
Senator to introduce a similar Bill in the 
Senate . . . and, of course, too, the Senators 
and Assemblymen from our (Kings) County, 
knowing the attitude of the People’s Doctors 
in the County Medical Society, promptly ad- 
vise their colleagues of its viciousness and it 
dies in Committee—nevertheless—its annual 
introduction puts us on notice that ‘‘it is not 
dead—but sleepeth.’’ 

A member of my County Medical Society of 
Kings met an official of The American Asso- 
ciation for Labor Legislation, this summer, 
while on vacation, and they discussed this sub- 
ject and Kings County’s part in arousing the 
people Who Had The Votes and that official 
said that Compulsory Health Insurance plans 
had not been abandoned but that they were 
marking time Because Of The Depression, 

Because Of The Depression? Yet, if there 
be any economic merit in Compulsory Health 
Insurance at all, there never has been and 
never will be a time, please God, when the 
People were lower down and more in need 
of a ‘leg up’ than these dreadful days—-but— 
you see, because of the very fact that Economy, 
not Waste is appealing to the People as im- 
perative, and they are naturally fearsome of 
schemes which will add to their already heavy 
burdens . . When the ordinary, average man; 
the middle class, whose bowels of compassion 
would respond to propaganda for the less for- 
tunate are, themselves, suffering, they would 
have to be shown, and shown clearly that, be- 
yond peradventure of doubt, the propagandist 
could change human Nature so that the Doc- 
tors, whose sympathy and sacrifice they have 
found to be so satisfyingly Personal in these 
dreadful times, could or would, when imper- 
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sonalized, panelized, standardized and _politi- 
calized, retain the beautiful, dependable, per- 
sonal sympathy, as friend and Physician, that 
marks his influence in their homes, today. 

The middle class, average man, whose family 
never knew want, before, and which knows it 
now... The very poor who have had to seek help; 
... the more fortunate who have not needed help, 
for themselves, but who have sought help for 
others—all these people Who Have Votes that 
can make or break legislators know now, as 
they never knew before and as we, their Doc- 
tors, could not always drive home to them, try 
as we might, that there is mighty little sym- 
pathy, equity or understanding to be expected 
from Bureaucracy, private or municipal—State 
or National. .. They have had contact with the 
superior, class-conscious attaché of these Bur- 
eaus and Committees whose magnificence of 
title is only surpassed by the magnificence of 
the appointment of their Palatial offices, from 
which they dispense Some of the moneys, con- 
tributed by the charitably disposed, but knock 
the starch out of the morale of the recipient 
of the largesse they dispense by the humiliat- 
ing requirements of the well-salaried Directors 
of these funds. 


I know the American people have a good 
‘forgettery’; I know that Barnum was right,— 
‘‘The American Public loves to be humbugged, 
but I believe that this depression, which for 
distress, suffering, heartaches and humiliation 
has not been equalled in the history of the 
world, will make them more attentive to the 
Stop! Look! Listen! signs held out to them by 
their Doctors than ever before. 


Let us keep before their minds, constantly, 
that it is the prospect of Jobs that governs the 
Propagandists’ activity and when conditions 
are not propitious for Jobs, they mark time— 
waiting, waiting, waiting until it is worth 
while to dig their hands into the public treas- 
ury and the people’s pockets, before they be- 
gin, again, their Hymn of Welfare, hailing the 
‘‘Great Good Dawning of the Brotherhood of 
Man’’ through Compulsory Health Insurance 
and the Panelization, politicalization and im- 
personalization of the People’s Doctors. 


JoHN J. A. O’REILY, ™. DP. 
642 Second Street 
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Original Articles 





RHEUMATIC HEART DISEASE* 
Frep M. Surrn, M. D. 
IOWA CITY, IOWA 


Rheumatic heart disease is by far the most 
important form of eardiae disability in child- 
hood and early adult life. It includes the 
cardiac damage associated with or following 
the various expressions of rheumatic fever and 
that which is represented at a later stage by 
a mitral stenosis, even though the history of an 
etiological factor is lacking. The present dis- 
cussion is particularly concerned with the acute 
manifestations of the disease. 


According to the more recent statistical 
studies, ? * * 5 the incidence in the United States 
ranges from 3.4 to 44 per cent. The former® per- 
tains to a series of cases reported from Texas 
and the latter® was recorded from the Rocky 
Mountain region. In a survey® of our cardiac 
patients at the University of Iowa, covering a 
period of five years from 1926 to 1931, 27.3 
per cent were classified as rheumatic heart 
disease. Eighty-four per cent either gave a his- 
tory of rheumatic fever or chorea or both. 
These patients came from all parts of the state 
and it is believed that this figure approximates 
the incidence of this form of heart disease in 
Iowa. 


Reports indicate that the incidence is much 
higher in the northern than in the southern 
states. Longeope’ has reviewed the regional 
distribution of rheumatic fever and calls at- 
tention to the manifestation of the disease in 
Baltimore. He pointed out that the incidence of 
rheumatic fever in the hospitals of Baltimore is 
practically the same as in the hospitals of Bos- 
ton, but that the character of the disease in his 
series of cases differ somewhat from that ordi- 
narily observed in the more northern cities of 
the United States. The more severe forms of 
arthritis were not common and even the milder 
degrees of joint manifestations occurred in only 
a moderate proportion of his cases. An involve- 
ment of the heart, however, was demonstrated 
in 95 per cent of the patients. It was suggested 
that possibly rheumatic fever might be detect- 
ed more frequently in the southern states if the 


“Oration in Medicine. Meeting of. the Illinois State Medical 
Society, May 18, 1932. 
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disease were regarded as one primarily of the 
heart and if it were appreciated that the arthri- 
tis is an insignificant feature. 


Certain aspects of the pathology deserve 
emphasis. In the first place, rheumatic fever 
is a systemic disease.’ The perivascular reaction 
with the invasion of the vessel wall is a con- 
spicuous feature of the infection. This not only 
oecurs in the heart, aorta, brain, lungs and 
about the joints but may be widely distributed 
throughout the body. VonGlahn and Pappen- 
heimer® in a recent study of this problem noted 
characteristic changes in the vessels of the 
lungs, aortic valves, kidneys, perirenal and per- 
iadrenal tissue, ovaries, testes, pancreas and 
other organs. 


The heart is probably always involved. While 
this may not be apparent in the beginning it 
later becomes evident if the infection continues 
or recurs. In the heart, as elsewhere, the 
changes in and about the blood vessels are one 
of the distinetive findings. Aschoff!® in the 
description of the lesions which has since come 
to be known as the Aschoff bodies pointed out 
that they were regularly in close proximity to 
the small and medium sized arteries and often 


_ involved the vessel wall. Coombs" and others 


have since stressed this aspect of the histolog- 
ical picture and the former in particular be- 
lieves that the irritation of the endothelial lin- 
ing of the small vessel is the initial stage in 
the formation of the periarterial lesion. While 
the arterial changes more frequently concern 
the smaller vessels they may also occur in the 
main branches of the coronary arteries. Perry’ 
has recently reported a series of eight consecu- 
tive cases of fatal rheumatic carditis in all of 
which an involvement of the larger arteries was 
demonstrated. This investigation was suggest- 
ed by a child with severe rheumatic carditis 
who, during life, had typical anginal pain, and 
at necropsy presented rather extensive intimal 
proliferation of the larger coronary arteries. 
The vascular character of the disease indi- 
cates that possibly all parts of the heart are 
invaded to a varying degree. The lesions, how- 
ever, are usually more numerous in the left 
ventricle and are situated mainly in the sub- 
endocardial layers perhaps because of the ex- 
tensive network of small vessels in this region. 
They occur particularly about the insertion of 
the ventricular wall with the fibrinous ring of 
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the mitral valve, near the origin of the aorta 
and in the base of the interventricular septum. 
Lesions of the right heart are more likely to be 
found in close proximity to the fibrinous ring 
of the tricuspid valve. These findings appear 
to have an important bearing on the frequency 
with which the valve structures in the above 
location are concerned and at least suggest that 
the involvement of the latter is intimately re- 
lated to the pathological process in the adjacent 
myocardium. 


The mitral valve is the one most commonly 
involved. The aortic valve comes next in fre- 
quency followed in order by the tricuspid and, 
in rare instances, the pulmonary valve. The 
tricuspid valve is probably damaged more fre- 
quently than generally believed. Libman* re- 
ported typical rheumatic vegetations of this 
valve in 66 per cent and Thayer™ in 44 per 
cent of their cases. In one of Thayer’s cases 
the endocardial lesions were confined to the 
right side. Sacks has suggested that the organic 
insufficiencies and stenosis of the tricuspid valve 
would probably occur more often were it not 
for the fact that the endocardial involvement 
is often confined to a limited area. The dam- 
age to the valve structures ultimately results 


in a combined insufficiency and stenosis in - 


which either effect may predominate. The pro- 
duction of a significant stenosis usually re- 
quires years, and the more advanced forms 
commonly follow the chronic and recurrent 
types of rheumatic fever in which not infre- 
quently the joint manifestations are lacking. 


Recent observations indicate that the endo- 
carditis is secondary to the valvulitis. Coombs" 
states that the valves are thickened even in the 
earliest stage of the disease. Swift? has fur- 
nished further convincing evidence in this di- 
rection. He studied four cases of rheumatic 
fever dying within two or two and a half weeks 
of the onset of the arthritis. Death occurred in 
three during the first attack and in the fourth 
during the second attack. A diffuse valvulitis 
was found even though in two there were 
grossly no indication of vegetations. In the re- 
maining two the vegetations were limited to a 
small area. Swift concluded that the primary 
reaction in rheumatic disease of the valves is 
that of an interstitial valvulitis, and suggested 
that the verrucae are usually due to a deposi- 
tion of thrombi on the portion of the valve where 
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the vitality of the endothelial and subendothe- 
lial layers of the endocardium has been im- 
paired as the result of repeated impact with 
the contiguous valves. In the past the endo- 
carditis has been emphasized but it would seem 
that the valvulitis is far more important in the 
production of the valvular deformity. It is 
rather difficult to explain the extensive de- 
formity of the valve structures such as in a 
high grade stenosis on another basis. 


The occurrence of auricular lesions is of 
interest and probably contributes to the later 
development of auricular fibrillation and pos- 
sibly to the formation of mural thrombi. These 
lesions were first identified by MacCallum" 
and, according to the observations of Thayer 
and VonGlahn, are found in a considerable 
percentage of their cases. They generally con- 
cern the endocardium of the left auricle and 
usually appear in the form of corrugated or 
puckered patches of thickened endocardium ex- 
tending upward from the root of the posterior 
leaflet of the mitral valve. The area of involve- 
ment may be small but is often quite extensive, 
and in rare instances, as pointed out by Sacks,® 
the entire endocardial surface of the auricle 
may be affected. 


The extent to which the various structures of 
the heart share in the infection has a significant 
influence on the course of the cardiac disability. 
In the more acute and extensive forms of rheu- 
matic heart disease, the damage to the myocar- 
dium dominates the picture. Death during the 
first and second decades is usually primarily de- 
pendent on the myocarditis. With an extensive 
infection, the pericardium is often invaded. Ac- 
cording to the necropsy findings recorded by 
Coombs the pericardium was involved in a very 
high percentage of those dying during the early 
stages of the disease. In certain instances the 
pericarditis, either because of the effusion or 
through the subsequent formation of adhesions 
may impose an excessive burden on the heart. 
The valves are invariably concerned, and in the 
more chronic and recurring forms of rheumatic 
fever is often the most conspicuous feature or 
possibly the only manifestion of the disease. 
The progressive deformity of the valve may 
thus overshadow the damage of other cardiac 
structures. While the changes in either the 
myocardium or the valves may predominate 
they are always combined to a varying degree 
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and may be accompanied by an involvement of 
the pericardium. There is thus a combination of 
mechanical factors and intrinsic damage of the 
myocardium and the extent to which each of 
these contributes to the cardiac disability varies 
widely from individual to individual. 


The symptoms vary in a remarkable manner, 
depending on the activity of the infection and 
the extent of the cardiac involvement. A child 
may have a mild rheumatic fever for weeks, 
months, and possibly years accompanied by 
slowly progressive damage of the heart which 
ean scarcely be detected. In the absence of 
cardiac manifestations the symptoms continue 


to be those of a systemic reaction to a low: 


grade infection as evidenced by fatigability, 
poor appetite, malnutrition and pallor with in- 
tervals during which there is a slight elevation 
of temperature. Other cases show varying de- 
grees of arthritic manifestations ranging from 
an indefinite leg ache to a frank arthritis. In 
general the arthritis is more apt to predominate 
in the older individual and the cardiac damage 
is less likely to be a conspicuous feature. Re- 
current upper respiratory infections, particu- 
larly tonsillitis, less often otitis media and 
mastoiditis or certain infectious diseases such 
as searlet fever often precipitates the cardiac 
involvement. The cardiac involvement is not in- 
frequently the only evidence of a rheumatic in- 
fection. In some, the focal expression is that 
of a chorea. 


Symptoms referable to the heart do not or- 
dinarily appear until there is extensive cardiac 
damage. There is not infrequently, however, a 
feeling of heaviness or a fleeting twinge of pain 
in the precordium. Occasionally the pain is 
more severe and referred to the left shoulder, 
the left axilla or even down the inner side of 
the left arm and may thus resemble that of 
angina pectoris. Swift and Hitchcock’’ have 
made a careful study of the subjective sensa- 
tions over the precordial region in rheumatic 
fever and found that a fairly large percentage 
of their cases experienced discomfort at some 
time during the course of the disease. The dis- 
comfort was generally associated with a demon- 
strable involvement of the heart and the fre- 
quency with which it occurred was roughly pro- 
portional to the intensity of the rheumatic in- 
fection. In a few cases they observed a recur- 
ring pain in the left shoulder which at first 
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was ascribed to a persistent inflammation of the 
joint and finally attributed to the diseased 
heart. In view of the involvement of the cor- 
onary arteries and the possible invasion of the 
aorta and the pericardium, it is not surprising 
that individuals with a rheumatic heart disease 
have precordial discomfort or even anginal 
pain. At times the patient is conscious of the 
heart because of premature contraction or other 
forms of abnormal mechanism. In some the 


palpitation is a part of the effort syndrome 
that may accompany any infection. 


‘ Finally as the heart becomes more extensive- 
ly damaged and the range of the functional 
capacity is gradually reduced, shortness of 
breath is induced by exercise which has ordi- 
narily not caused discomfort. This is followed 
later by more evident dyspnea and other signs 
of cardiac failure. The cardiac failure may oc- 
easionally occur within a few days or weeks in 
those with an extensive invasion of the myo- 
cardium. In some, the picture is complicated 
or dominated by a pericarditis. 


The objective signs depend on the stage and 
the extent of the cardiac damage. In the early 
stages they may be so indefinite that the cardiac 
involvement is overlooked. The systolic mur- 
mur at the apex is usually the first feature to 
direct attention to the heart. In the beginning 
this is largely dependent on the dilation of the 
auriculo-ventricular ring. The murmur is soft 
and blowing in character, generally confined to 
the apex and usually heard best with the in- 
dividual in the recumbent position or on the 
left side. Later it changes in quality and is 
evident over a larger area, particularly to the 
left towards the axilla and perhaps posteriorly 
in the left interscapular region. The subse- 
quent alteration in the character, especially the 
harsh aspect, is due to the changes in the struc- 
ture of the valves. The accelerated cardiac rate 
and possibly an elevation of the temperature 
out of proportion to the arthritis or other caus- 
es and a demonstrable increase in the area of 
cardiac dullness are the most important find- 
ings. Disturbance in cardiac rhythm, more par- 
ticularly premature contractions are rather fre- 
quently encountered and may be among the 
earliest manifestations of a cardiac infection. 
When the heart is more extensively involved, 
the systolic murmur is more conspicuous and 
the eardiae enlargement is at once apparent. 
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The eardiae sounds often undergo a change in 
quality and a canter rhythm is frequently 
noted. In certain instances a pericardial rub 
is discovered or perhaps the findings are altered 
by the development of an effusion. 


The electrocardiogram furnishes important 
information and may be the only means of dem- 
onstrating an involvement of the heart. Char- 
acteristic alterations in the curve may occur 
long before the appearance of physical signs. 
This method of examination may thus be very 
helpful in detecting the initial invasion of the 
heart or recurrent infection and serves as guide 
in the treatment. The character of the changes 
are usually classified under three headings: 
1. irregularities in the cardiac rhythm ; 2, an in- 
crease in the duration of the P-R interval, and 
3, alterations in the QRST complexes Dis- 
turbance in cardiac rhythm, especially prema- 
ture contractions, are common and significant 
from the standpoint of the involvement of the 
heart, but are not so important in this connec- 
tion since they are usually identified by the 
routine methods of examination. A delayed con- 
duction, unless it progresses to the stage with 
dropped beats, however, is seldom diagnosed 
except by instrumental means. It is an indica- 
tion of cardiac damage, and while it occasional- 
ly occurs during the course of various acute in- 
fections, is far more common in rheumatic 
fever. The incidence of this finding in rheu- 
matic fever, according to various reports,’® 
ranges from 30 to 40 per cent. 


In 1924 Cohn and Swift’® recorded altera- 
tions in the QRS group; the R-T segment and 
the T deflection. These findings have since been 
confirmed by different observers. They are gen- 
erally transient and while less conspicuous, re- 
semble the changes in the electrocardiogram 
observed following the experimental ligation of 
the branches of the coronary arteries in the dog 
or coronary occlusion in man. Through the com- 
bined electrocardiographie evidence, Cohn and 
Swift demonstrated a myocardial involvement 
in 94 per cent of their cases of rheumatic fever. 
The findings of Rothschild, Sacks and Libman,? 
Reid and Kenway* and others are in accord 
with these results. 


Rheumatic heart disease in its early mani- 
festation is essentially a disease of childhood 
and early adult life. In the study of Wilson, 
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Lingg, and Croxford, covering a period of ten 
years of 413 cases with a history of rheumatic 
fever, the infection began to appear during the 
preschool age. The incidence rapidly increases, 
reaching the highest peak between seven and 
eight years of age and then gradually declines. 
These figures are in general accord with other 
statistics. In some instances the highest inci- 
dence was reached at a slightly older age, but 
it is important to bear in mind that 50 per cent 
of the children observed by Wilson, Lingg and 
Croxford** came under observation within a 
year of the onset of the rheumatic infection. 


The course of the disease is determined by the 
extent and duration of the infection. It is pos- 
sible that the heart may recover from a minor 
involvement without later presenting evidence 
of structural changes. The disappearance of 
the murmur in certain instances following 
acute infection may perhaps be explained on 
this basis. The initial cardiac damage is fre- 
quently not recognized and the resulting struc- 
tural alterations are not discovered until years 
later and then perhaps accidentally. Some may 
never have presented a frank arthritis, or at 
best, not more than an occasional twinge in leg 
or joint. The majority of these patients sooner 
or later develop symptoms and finally die from 
cardiac failure. Others may perhaps attain the 
usual life expectancy and never suffer any par- 
ticular inconvenience from the heart. In chil- 
dren in whom the heart is extensively damaged 
by the initial infection, the prognosis is not 
only poor from the standpoint of the more re- 
mote future, but there may be grave concern 
regarding the immediate outcome. However, 
they generally recover at least temporarily 
from the first attack, but may die within a few 
years or during early adult life either from 
subsequent cardiac damage or as a result of the 


_handicap imposed by the valve lesion, but more 


often from a combination of these factors. 


The repeated insults to the heart from recur- 
rence or exacerbation of the infection is one of 
the most important factors in the progression 
of the cardiac disability. New foci appear in 
the myocardium, valves not previously con- 
cerned may be involved, possibly the pericar- 
dium invaded and in the meantime there is a 
progressive contracture and deformity of the 
valve structures already damaged. The observa- 
tion of Wilson, Lingg and Croxford indicate 
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that the incidence of the recurrence of the in- 
fection is higher in children who contract the 
disease before seven years of age and show that 
the degree of cardiac involvement is closely 
related to the number of recurrences. These 
findings are particularly impressive because of 
the frequent observations and the duration of 
the study. 


The diagnosis is at once apparent in those in 
whom definite structural changes appear in the 
heart during or subsequent to other manifesta- 
tions of rheumatic fever. In some, particularly 
those with indefinite cardiac findings and in 
whom other possible manifestations of a rheu- 
matic infection are either lacking or question- 
able, the diagnosis is extremely difficult and 
often not possible until after a period of ob- 
servation. Attention may have been directed to 
the heart through the discovery of a murmur 
in examining a child because of general ill 
health or during or after an upper respiratory 
infection or some of the acute infectious dis- 
eases. The murmur alone, except when diastol- 
ic in time is not of any particular significance 
unless accompanied by an increase in the size 
of the heart. Other signs, especially canter 
rhythm are invariably indicative of a damaged 
myocardium. Prolongation of the P-R inter- 
vals or an alteration in the QRST complexes of 
the electrocardiogram may be the deciding fac- 
tors in the diagnosis. In the more chronic and 
insidious forms of rheumatic fever, a detailed 
history and careful survey of all possible evi- 
dences of the disease is of utmost importance. 


The recurrence or exacerbation of a eardiac 
infection is likewise often difficult to establish. 
This is particularly true in the chronic forms 
of rheumatic fever. Here again the history and 
the general condition of the child are extremely 
important. There is not likely to be any ap- 
preciable change in an already existing mur- 
mur and the slight increase in the size of the 
heart may not be demonstrable except possibly 
by means of a teleoroentgenogram. The appear- 
ance of a new murmur, particularly the diastol- 
ic murmur of aortic insufficiency, a pericardial 
friction rub, even though transient, or the dem- 
onstration of electrocardiographie alterations 
confirms the diagnosis. It is further more dif- 
ficult to determine when the infection has dis- 
appeared. Shapiro”® has recently recorded 
electrocardiographic evidence of an active car- 
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diae infection in at least 60 per cent of 119 
school children following apparently complete 
recovery from the disease. 


In young adults it is occasionally necessary 
to differentiate between a recurrence of a rheu- 
matic attack and subacute bacterial endocar- 
ditis. The clinical appearance, from the stand- 
point of the evidence of an infection and 
possible joint manifestation may, in certain in- 
stances, be quite similar. The embolic phenom- 
ena, a palpable spleen, and the isolation of a 
streptococcus viridans from the blood stream 
usually decides the question. It should be re- 
membered, however, that emboli are occasional- 
ly dislodged in rheumatic heart disease even in 
the absence of auricular fibrillation, and that in 
rare instances, as pointed out by Thayer,”® a- 
non-hemolytie streptococcus may be cultivated 
from the blood stream. There are thus a few 
instances in which a differentiation may be 
extremely difficult and not possible without a 
careful consideration of all evidence. 


Even though the etiological agent responsible 
for rheumatic fever is not known and our 
knowledge is still limited concerning many of 
the various factors which influence the onset 
of the infection, yet it is believed that much 
may be accomplished towards reducing the in- 
cidence of the disease and curtailing the extent 
of the cardiac damage. It is generally agreed 
that there is a close relation between rheumatic 
fever and upper respiratory infections. Swift 
particularly emphasizes this relationship. A 
child who has repeated attacks of sore throat 
or tonsillitis and the various associated or com- 
plicating conditions such as sinusitis, otitis 
media and mastoiditis is constantly in danger of 
contracting rheumatic fever. Fortunately these 
conditions in a child are usually very amenable 
to surgical treatment and it is believed that if 
care is taken to eliminate them before they are 
firmly established the incidence of rheumatic 
heart disease will be diminished. It is also im- 
portant to protect the child against various in- 
fectious diseases such as scarlet fever, diph- 
theria, measles and whooping cough that espe- 
cially involve the upper respiratory tract. 
Adequate supervision of the diet, proper cloth- 
ing, plenty of sleep, exercise in the fresh air, 
sunshine and the administration of cod liver 
oil during the winter months are vital factors 
from the standpoint of the general health, and 
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help to reduce the susceptibility to infections. 
Every upper respiratory infection in a child 
should be regarded as a potential cause of heart 
disease. If, in addition to the above precau- 
tions, the heart is carefully observed during and 
subsequent to upper respiratory infections, a 
possible cardiac involvement may be recognized 
at an early stage and the progress very likely 
curtailed by adequate rest. 


During the active stage of cardiac infection, 
rest in bed, relaxation, sleep, a simple well bal- 
anced diet and careful nursing are by far the 
most important parts of the treatment. The 
bed rest should be continued until all evidence 
of the rheumatic infection has subsided and the 
general health is restored, as indicated by the 

‘disappearance of joint manifestations, sub- 
cutaneous nodules, fever, leucocytosis and sec- 
ondary anemia and reduction in the pulse rate 
and restoration of body weight. The important 
part played by adequate rest in curtailing the 
cardiac damage cannot be over-emphasized. In 
patients with acute joint symptoms, the admin- 
istration of salicylates for the control of the 
pain is indicated. They also help to combat the 
pain of pericarditis, although the latter may be 
severe enough to require codein or morphine. 
The long continued use of salicylates has been 
suggested in the treatment of the cardiac in- 
fections, but it is rather doubtful that it in- 
fluences the course of the condition to any sig- 
nificant extent. Iron preparations may be em- 
ployed to advantage for the secondary anemia. 
Digitalis is not indicated unless there is cardiac 
failure. 


The after treatment is concerned with grad- 
ually getting the individual on his feet and pro- 
tecting him against a recurrence of the infec- 
tion. The exercise should be carefully super- 
vised, particularly in patients with extensive 
involvement of the heart. This is followed by a 
systematic and thorough removal of all foci of 
infection. Tonsillectomy can hardly be expect- 
ed to have the desired result unless it is 
thoroughly and completely done. The operation 
should include removal of adenoids and other 
possibly infected clumps of lymphoid tissue 
about the naso-pharynx. Even though the above 
procedure may be carried out, it is not surpris- 
ing that the infection recurs since the door is 
already open and the system has been invaded 
by the infection. The subject should be pro- 
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tected thereafter against upper respiratory in- 
fections and other factors which may favor the 
return of the infection and carefully observed 
for further possible evidence of the disease and 
damage to the heart. Finally, the physician 
should encourage the child’s parents to educate 
him so that he may be able to gain a livelihood 
and yet live within his physical limitations. 
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LUMBAR SYMPATHETIC RAMISECTION 
FOR RELIEF OF PAIN DUE TO 
CARCINOMA OF UTERUS* 

RaupH A. Korpenat, M.D.** 

CHICAGO 

Sympathetic ganglionectomy and sympa- 
thetic ramisection have for a long time been 
performed in attempting to alleviate pain in in- 
stances where more palliative measures have 
failed. In 1898 Jaboulay,' cited by Cotte and 
Dechaume,? in attempting to alleviate certain 
neurologic symptoms in the pelvic region 
caused by the disturbance of function of the 
sympathetic nervous system, rather than that 
due to disorder of the uterus and adenexia, 
loosened the rectum from the ventral side of the 
sacrum through a transverse sacral incision so 
as to reach the coxygeal nerves 10 em. behind 
the anus. The sacral ganglia and other sacral 
nerves of the sympathetic system were cut on 
the left side and completely excised on the right 
side for a distance of about 3 em. There was a 
resultant retention of urine for 48 hours (prob- 
ably due to disturbance of the para-sympa- 
thetie (sacral) portion of the autonomic nerv- 
ous system). The patient subsequently made a 
complete recovery. In a later instance Jabou- 
lay, instead of cutting the nerves, loosened the 
upper part of the rectum thereby simply tear- 
ing the branches from the sacral para-sympa- 
thetic plexus. He again noticed an immediate 
urinary retention but pain was relieved. 

Rochet,? cited by Cotte and Dechaume,’ re- 
moved the hypogastric ganglia from two pa- 
tients suffering with severe pain due to renal 
tuberculosis. The pain was immediately re- 
lieved but with a subsequent urinary retention. 
Although they obtained their desired result it 
was at the price of the bladder paralysis. 

Cotte and Dechaume,? in 1925, believed that 
the excision of the ganglia was undesirable and 
therefore performed a _ peri-arterial sympa- 
theetomy of the hypogastric artery with a pre- 
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sacral sympathetic ramisection. Through a 
Pfannenstiel’s incision they made an incision 
into the posterior peritoneum at the point of 
bifurcation of the aorta where the iliac vessels 
cross the promontory of sacrum turning back 
the internal lip of the peritoneum with the ad- 
herent uterus, removing the adventitia of the 
hypogastric arteries for a distance of 2 to 3 cm. 
They quote Leriche, who had, in several in- 
stances, freed the arteries above the bifurcation 
of the aorta. In six instances they experienced 
invariable rapid recovery, but the favorable 
results did not always persist. 

Bittmann,* in 1926, reported nine gyneco- 
logical cases in which he decorticated the ab- 
dominal aorta and the iliae arteries for the re- 
lief of pain with complete success in each case. 
Pieri,® in 1928, reported thirty-four cases in 
which he carried out ramisympathectomy for 
the relief of pain with very favorable results. 
He believes that ganglionectomy is not neces- 
sary and of no particular advantage over rami- 
section. Barnard and Theodoresco,® in 1928, 
reported section of pelvic sympathetic nerves in 
eight cases of advanced pelvie carcinoma with 
very marked success. Fontaine and Herrmann’ 
have recently shown the advantages of pelvic 
sympathectomy performed for the relief of in- 
tolerable pain due to pelvic neoplasms. They 
found that disturbances of micturation, pa- 
ralysis of the bladder and ascending urinary in- 
fections rarely occured in their experience and 
are convinced that pelvic sympathectomy is 
preferable to cordotomy provided the pain is 
not due to metastatic foci in the vertebrae. 


Anatomy—The anatomy of the hypogastric 
plexus is variable but usually is a plexiform net- 
work of nerve fibers connecting the celiac and 
pelvic plexuses. These nerves lie upon the an- 
terior and lateral surfaces of the abdominal 
sorta extending down over the bifurcation of 
the aorta along the iliac arteries and along the 
promontory of the sacrum. Continuations of 
these fibers along both sides of the rectum form 
the pelvic plexuses. They receive, in addition 
to fibers from the sympathetic trunks above, 
visceral rami of the second, third and fourth 
sacral nerves. Branches from these pelvic plex- 
uses, containing both sympathetic and para- 
sympathetic nerves, supply the pelvie organs. 
This will no doubt account for the paralysis of 
the bladder in Jaboulay’s work where he loos- 
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ened the rectum from the ventral side of the 
sacrum. This disturbed the sacral (para-sym- 
pathetic) fibers leaving the corresponding and 
anatagonistic sympathetic nerves unopposed. 

Impulses conveyed through the hypogastric 
nerves exert a vasoconstrictor action and im- 
pulses conveyed through the pelvic nerves a 
vasodilator effect. The musculature of the blad- 
der is known to contract in response to stimu- 
lation of the pelvic nerves and relaxes in re- 
sponse to stimulation of the hypogastric nerves. 
Sympathetic and para-sympathetic nerves 
maintain in this way a functional balance. The 
question of crossed innervation is also to be 
considered; for example, stimulation of the 
pelvie nerves elicits contraction of the detrusor 
muscle and relaxation of the sphincter vesicae. 
On the contrary, stimulation of the hypogas- 
tric nerves elicit contraction of the sphincter 
vesicae and relaxation of the detrusor muscle. 
It is probable, however, that severing the hy- 
pogastric nerves (sympathetic) will have no 
effect upon the detrusor muscle but merely 
cause relaxation of the sphincter vesicae and 
not a generalized paralysis of the bladder mus- 
culature. 

The action of various drugs largely confirms 
the very definite functional relationship that is 
believed to exist between the sympathetic and 
para-sympathetie nerves. Adrenalin stimulates 
the sympathetic nerves while pilocarpin, mus- 
earin, physostigmin, and others stimulate the 
para-sympathetic nerves, Atropine seems to 
paralyze the terminal portions of the para- 
sympathetic nerves, 

In general the sympathetic and para-sym- 
pathetic nerve supply of the bladder is mutually 
antagonistic. Para-sympathetic stimulation re- 
sults in functional activity of the organ while 
stimulation of the sympathetic nerves results 
in inhibition of the organ. Therefore, severing 
the hypogastrie nerves alone should not result 
in paralysis of the bladder with urinary reten- 
tion. It is imperative that the para-sympathetic 
nerve supply of the urinary bladder is not dis- 
turbed in attempting surgical means to relieve 
pain due to pathology in the uterus. For a com- 
plete and comprehensive study of the nervous 
mechanism of micturation reference is made to 
a more detailed work.’ 

The uterus obtains its nerve supply from the 
uterine plexus which is a continuation of the 
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hypogastric and aortic plexuses. These fibers 
extend along the aorta and down the iliac ves- 
sels entering the broad ligament and then into 
the lateral side of the uterus, together with 
fibers from the second, third and fourth sacral 
sympathetic trunk, the tenth, eleventh and 
twelfth thoracic and first lumbar nerves. The 
uterus therefore has both sympathetic and para- 
sympathetic fibers. The afferent fibers are sup- 
plied from the tenth thoracic to the first lumbar 
and the second and fourth sacral nerves. 

The intrinsic nerve supply is of no particular 
importance here except for the fact that there 
is an abundance of nerve fibers along the blood 
vessels in the musculature but it is doubtful 
whether they reach the mucosa. Inasmuch as 
the cause of the pain in carcinoma of the uterus 
is not definitely understood it is presumed, 
however, that 1. the encroachment upon the 
nerves by the carcinomatous growth, 2. the ex- 
cessive contraction of the musculature, 3. the 
change in the character of the blood supply or 
4. loeal physico-chemical toxic changes are 
probable causes. Lumbar ramisection undoubt- 
edly alters most of these factors, especially 
the second and third, in addition to interrupt- 
ing the afferent conduction pathways. 


CASE HISTORY 

Mrs. A. S., aged 50, entered St. Joseph’s Hospital, 
Chicago, January 27, 1931, complaining of pains in pelvic 
region and pain on defecation. 

Onset and Course: following an operation upon the 
cervix five years previous to this time patient had re- 
mained comparatively free from symptoms except for 
pain that developed in the rectum, She had excruciating 
pain on defecation. Marked constipation. She had been 
taking morphine for relief of pain. She complained bit- 
terly of pain about rectum. No vaginal bleeding. 

Past Medical History: Usual childhood diseases. 

Past Surgical History: Trachelorrhaphy five years 
ago. 
‘amily History: Negative. 

Physical Examination: Abdomen—distended. Definite 
evidences of weight loss; skin doughy. Evidence of ex- 
tensive x-ray treatment over lower abdomen. Lower 
portion more fu!l than upper; abdomen highly tympanit- 
ic. No visible peristalsis and none could be elicited. No 
tenderness in epigastrium or over gall bladder. Cecum 
distended with gas and somewhat tender; marked dis- 
tention of the sigmoid. Linea albacantes marked. No 
rigidity. 

Pelvic Examination—marked infiltration about in- 
troitus extending along vaginal wall posteriorly and 
anteriorly; somewhat tender. Cervix was found to be 
a large, stony hard, nodular, immovable mass, There 
was a foul smelling vaginal discharge, 
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Rectal Examination—revealed a constriction of the 
upper portion of the rectum posteriorly to the immovable 
mass. No bleeding. 

Laboratory Findings: Urine contained trace of al- 
bumin and pus cells. Blood: hemoglobin 55%; erythro- 
cytes 3,200,000 ; leucocytes 20,800. Wassermann negative. 
Coagulation time 434 minutes. Blood Pressure 104/70. 

Pre-Operative Diagnosis: Inoperable carcinoma of 
cervix-uteri. 

Operation: January 28th Anesthesia—spinal, 250 mg. 
novocaine. Pulse before anesthesia 92; during anesthesia 
—92-80. Abdomen relaxed. A midline incision made from 
umbilicus to symphysis. There was a stony-hard, nodular 
enlargement of the lower uterine segment densely ad- 
herent to the urinary bladder and rectum and obliterating 
the posterior cul de sac. A crescenteric incision was 
made in the loose posterior peritoneum beginning from 
the left of the aorta about 3 cm. below the origin of 
the inferior mesenteric artery and extending downward 
and to the patient’s right beyond the vena cava to the 
middle of the sacral promontory. This gave a wide 
exposure of the lower portion of the aorta, the bifurca- 
tion of the aorta and the proximal portions of the common 
iliac arteries. All visible nerve fibers of the hypogastric 
and iliac plexuses were resected. The peritoneum was 
repaired with a single plain fine catgut suture and the 
abdomen closed. A small nodule was removed from 
the retroperitoneal space and sent to the laboratory for 
biological examination. 

Surgical Diagnosis: Inoperable carcinoma of uterus. 

Pathological Diagnosis: Squamous cell carcinoma. 

Post-Operative Notes: Patient had experienced abso- 
lutely no pain subsequent to the operation. Four days 
after the operation a slight vaginal bleeding occurred, 
probably due to the resultant vaso-dilatation within the 
uterus. The bleeding continued for a few hours and 
stopped spontaneously. The relief of the pain was un- 
doubtedly due to the interruption of the afferent con- 
duction pathways following the resection of the hypo- 
gastric plexus. At no time was there any disturbance 
of urinary bladder function. 

Patient discharged from the hospital February 24th. 

Patient died April 15, 1931 without recurrence of pain. 


SUMMARY 

Any procedure whereby patients with in- 
operable carcinoma of the uterus can be re- 
lieved of their pain should be resorted to and, 
unless there exist definite contra-indications for 
any surgical procedures, lumbar sympathetic 
ramisection may be advantageously done. 
Lumbar sympathetic ramisection permanently 
and completely relieved pain in this instance 
without urinary retention. The trans-abdomi- 
nal route seems more applicable as advo- 
cated by Kanavel,® Adson,’° and others because 
of the fact that the operation can be per- 
formed with more ease, less shock, and a 
bilateral sympathectomy may be done, if 
desired. Although peri-arterial sympathectomy 


D. L. JENKINSON 


505 


of the aorta has been done for the relief of pain 
in inoperable carcinoma" it would seem reason- 
able to suppose that, because of the compara- 
tive greater risk involved, ramisection would 
be the more safe procedure. The possibility of 
infection following peri-arterial sympathectomy 
of the aorta must be considered and such an in- 
fection may be disastrous. Peri-arterial sym- 
pathectomy of the aorta would, of course, be 
contra-indicated in the presence of sclerotic 
changes. Although Cotte and Dechaume have 
done their type of operation in pelvic neuralgia, 
vaginismus, persistant dysmenorrhea, uterine 
hypoplasia with oligomenorrhea, metrorrhagia 
and clitoris crisis with genital hyperexcitability, 
other measures may perhaps be advantageously 
tried in such instances before resorting to sur- 


gery. 
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RIGHT SIDED AORTA.—REPORT OF A 
CASE* 


D. L. JENKINSON, M.D. 


Roentgenologist, Ravenswood Hospital 
CHICAGO 
I will present the roentgenological findings 
in a ease of right sided aorta. Practically all 
eases of right sided aorta present no clinical 
findings referable to the anomaly, consequently, 
post mortem and roentgenological findings are 


Arch. 


Presacral 


*Read before Section on Radiology, Springfield. Illinois State 
Medical Society, May 18, 1932. 
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our only means of diagnosis. It can readily be 
seen, therefore, that because of the little clinical 
significance of these conditions, post mortem 
diagnosis is the most common and the frequency 
of this anomaly is problematical. 

Brigham in the dissection of fourteen hundred 
cadavers found one right aorta while Sprong 
and Cutler reported one case in the dissection 
of two hundred and twenty-three cadavers. 

Abbott, in the analysis of one thousand cases 
of congenital cardiac disease, reported fourteen 


Fig. 1. Aortic summit on the right side. Esophagus 
displaced to left. 


cases of right aorta. The maximum age was 
sixty-one years, the minimum age was fetal, 
while the mean age was seventeen years. No 
definite ratio of the presence in males and fe- 
males can be determined. Post mortem findings 
with reference to the cardiovascular system 
showed that five had a patent ductus arteriosus, 
two had a defective interauricular septum and 
two a defective interventricular septum. There 
was hypertrophy of the right auricle in two 
eases, of the right ventricle in three and of the 
left ventricle in two. Associated anomalies 
were present in the heart in two eases, in the 
vessels in fourteen and elsewhere in four cases. 
The personal history in Abbott’s fourteen cases 
was negative. There were two cases showing 
cyanosis and dyspnea. Clinically there were no 
cases with cardiac thrills: one case with a sys- 
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tolic murmur, and three with an accentuated 
second sound. 

In the roentgen literature, I found the fol- 
lowing cases of right sided aorta: Mohr, 2 cases; 
Assman, 1; Saupe, 2; Renander, 1; Arkin, 3; 
Hammer, 1; Loeweneck, 1; Herzog and Firn- 
backer, 1; Grossman and Meller, 1; Biederman, 
7. In a more recent paper, which has not been 
published to date, Arkin reports six cases. 

Sprong and Cutler classify cases of right 
aorta into the following groups: 1. Situs in- 








Fig. 2. Aorta behind the esophagus. Esophagus dis- 
placed anteriorly. 


versus viscerum. 2. Double aorta. 3. Right aorta 
with the left carotid, right carotid, right sub- 
clavian and left subclavian as branches. 4. Right 
aorta with left innominate, right carotid and 
right subclavian as branches. 

For purposes of brevity the first group will 
not be considered in this article. 

In the study of fifteen cases of double aorta, 
they found with slight variation, that the as- 
cending aorta arched slightly to the right and 
bifurcated to form a large right and a smaller 
left arch. The right arch passed backward over 
the right bronchus and to the left behind the 
esophagus. The left arch took a course in front 
and to the left of the trachea, and behind and 
to the left of the esophagus, it united with the 
right arch to form the descending aorta. The 
right carotid and subclavian were branches of 
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the right arch while the left carotid and sub- 
clavian were branches of the left. 

Arkin described very completely, two cases 
of persistent right aorta with partial persistence 
of the left aortic arch. These cases are a varia- 
tion of the double aorta group. It has been upon 
Arkin’s detailed post mortem, embryological 
and roentgenological descriptions that I have 
been able to interpret my case. 

The third group, with twenty-six cases, was 
found by Sprong and Cutler to be the most com- 
mon. The course of the right aorta was back- 
ward over the right bronchus. The left carotid, 
right carotid, right subclavian and left sub- 
elavian, which ran to the left behind the esoph- 
agus, were branches. There was a union of 
the ligamentum arteriosum and left subclavian. 
As a variation, a blind pouch may form from 
the upper part of the descending aorta behind 
the esophagus and from this pouch the left 
subelavian may arise. I believe that the case I 
will present can be classified in this group. 

It is the fourth group in which most of the 
associated anomalies and defects of the heart 
and vessels are found. There is a symmetrical 
inversion of the aorta and its branches. 

In following the development of the cardiac 
vessels, the anomalies can be more clearly ex- 
plained. In the human embryo of 5 m.m. six 
aortic arches are present on each side. At a very 
early period, some of the aortic arches disappear 
and some become portions of the arterial trunks 
of the heart. 

The first and second arches atrophy and dis- 
appear. From the third arch on each side the 
proximal part of the internal carotid artery is 
formed, while the distal part of the internal 
carotid comes from a continuation cranially to 
the third arch of the dorsal aortic root. The 
proximal part of the external carotid artery is 
a continuation of the ventral aortic root cran- 
ially to the third arch. The ventral aortic root 
between the third and fourth arches forms the 
common carotid artery. The dorsal aortic root 
between the third and fourth arches disappears. 

The arch of the aorta develops from the 
fourth aortic arch on the left side and continues 
caudally into the dorsal aorta. 

From the fourth arch on the right side, the 
proximal portion of the subclavian artery de- 
velops. 

The third, fourth, fifth and sixth arches 
leave the ventral aortic trunk as a single vessel 
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and from this develops the innominate artery 
and its branches, the common carotid and the 
right subclavian. 

The rudimentary fifth aortic arch disappears 
early. 

A branch from the sixth arch enters the lung 
on both sides. That part of the sixth arch on 
the right side between the branch that enters 
the lung and the dorsal aortic root disappears. 
The portion of the right dorsal root, between 
the subclavian artery, and the original bifurca- 
tion of the dorsal aorta disappears. The ductus 
Botalli, which remains until birth, develops 
from the sixth arch on the left side. 

In the case of double aorta, which is normal 
in reptiles, the fourth aortic arch on both sides 
persists or the right fourth may remain while 
the left arch may only partially remain. 

Right sided aorta is due to a persistence of 
the right aortic arch and is the condition found 
in birds. The persistence or disappearance of 
the arches, decides the type of anomaly to be 
found. An explanation of the factors govern- 
ing the persistence or disappearance of the 
embryonic arches is advanced by Congdon and 
Wang. Comparing the development of the 
arches in the chick and the pig, they found 
that in the chick there is a greater cervical 
flexure and a greater pulmonary trunk dis- 
placement and consequently, the left aortie 
arch is compressed between the pulmonary 
artery and the anterior body wall and is ob- 
literated. This is not the case in the pig, where 
the direction of the flow of blood is more to the 
right, and therefore the right arch persists. 

It may be for this same reason that in man, 
mechanical factors may determine whether the 
right or left arch remains or to what degree 
they persist. 

H. K. a white female, aged 31, entered Ravenswood 
Hospital complaining of “aching pain” in the entire 
abdomen of several days duration, headache, loss of 
appetite, irritability and palpitation of the heart. The 
complaints dated from a normal delivery four months 
previous to entrance into the hospital. Past history of 
measles, whooping cough, and pneumonia three times. 
Further history was essentially negative. There was no 
cough, no dyspnea, and no dysphagia. The physical 
findings were entirely negative. There were no cardiac 
thrills, murmurs or cardiac enlargement. The fluo- 
roscopic and radiographic examinaton of the chest re- 
vealed the following: (Figure 1.) In the posterior 
anterior position the pulsating aortic summit on the 


left was absent. There was a pulsating arching shadow 
on the right side just below the right sternoclavicular 
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joint and extending to the right of the spine. Extend- 
ing downward along the right side of the spine, a 
sharply outlined shadow was present. The esophagus, 
filled with barium, presented a semi-circular depression 
on its right border at the level of the right pulsating 
shadow. From this point downward the esophagus was 
displaced to the left. (Figure 2.) In the right anterior 
oblique position, a large arching and pulsating shadow 
could be seen extending from the base of the heart over 
the right bronchus and behind the esophagus. At this 
level, which corresponded to the level of the pulsating 
shadow seen in the posterior anterior position, the 
esophagus was displaced forward and there was a semi- 
circular depression on the posterior wall. Arkin showed 
a smaller circular shadow within this posterior shadow 
in his cases of right sided aorta with partial per- 
sistence of the left aortic arch. No such shadow was 
seen in any position in this case. 

From the above findings, I believe I can con- 
clude that this is a ease of right sided aorta 
with a course over the right bronchus, behind 
the esophagus and downward to the right of 
the esophagus. 
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DISCUSSION 

Dr. H. K. Scatliff, Chicago: I believe that this is a 
very well presented case of Dr. Jenkinson’s. I happened 
to see one of these cases in which the right-side arch 
was very much like the one Dr. Jenkinson described. 
The case I saw also had a four-plus Wassermann. The 
Clinician was inclined to believe that it was the result 
of syphilis. An autopsy was done later and the find- 
ings were brought out, and they were much the same 
as Dr. Jenkinson speaks of. 

I think that it is well to bring this subject to the 
attention of everyone. 


NEPHROSIS 
With Report of a Case* 
Warren Pearce, M. D., F. A. C. P. 
QUINCY, ILL. 

Custom dictates that the Chairman of this 
Section occupy a place on the program at the 
annual meeting and he is permitted to choose 
his subject. In the past there has been a great 
variation in the subject matter of these ad- 


“Chairman’s Address read before Section on Medicine, II- 
lincis State Medical Society, Springfield, May 18, 1932. 
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dresses. Upon some occasions the time has been 
devoted to an inventory of our accomplish- 
ments or a forecast of what the future holds in 
store for Internal Medicine. In other instances 
the subject has been that of some phase of 
medicine in which the speaker was particularly 
interested. I have elected to forego the ofttimes 
boring inventory and prophecy, fearing that 
any forecast of mine as to the future of med- 
icine would be as valueless as that of many 
present day financial prophets. I desire to in- 
vite your attention to the subject of nephrosis 
and to report a case that*has some interesting 
relations. 

A perusal of the literature cannot fail to im- 
press one with the fact that there is a group 
of cases, fairly common in children but rare in 
adults, in which symptoms suggesting a non- 
surgical kidney disease are present but in 
which the clinical picture differs greatly from 
that of nephritis and in which the treatment 
is, in many respects, the opposite of that ap- 
plicable to nephritis. Although there is not 
unanimity of opinion regarding the clinical 
identity of nephrosis, the number of clinicians 
who accept it as a clinical entity is constantly 
growing and it would seem to an unbiased ob- 
server that the evidence, clinical and anatomi- 
cal, is sufficient to prove its existence. 

There can be no doubt that in many instances 
where albumin and casts are found in the urine, 
the patients are assumed to be nephritie and 
are treated by limiting proteins in the diet and 
a more or less hopeless attitude assumed both 
on the part of the patient and the physician. 
A slightly more critical study will enable the 
physician to isolate clinically the nephroses or 
the group of cases in which the nephrotic ele- 
ment is predominant, and by treating them 
rationally, obtain better results and inspire at 
least a measure of hope. It is because of this 
difference in treatment and the relatively good 
prognosis in the nephrosis group, with the con- 
sequent importance of recognizing the econdi- 
tion, that I have ventured upon this discus- 
sion. The first use of the term nephrosis was 
in 1905 by Mueller and the literature of this 
subject dates from that time. Mueller used the 
term to describe the purely degenerative condi- 
tions of the kidney. He was describing an 
anatomical condition and did not attempt a 
clinical differentiation. Munk, in 1913, de- 
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scribed the lipoid degeneration which he dis- 
covered in certain cases of parenchymatous 
nephritis due to syphilis. He found doubly re- 
fractile lipoid bodies in the urine of these 
patients and used the term ‘‘lipoid nephrosis’’ 
to describe the condition. He considered 
syphilis as an important etiological factor. Very 
shortly after Munk’s work, Volhard and Fahr 
included nephrosis in their widely accepted 
classification of renal disease and added greatly 
to the popularity of the term in the German 
Medical World. 

A few years later the disease appeared in 
the United States under the sponsorship of 
Epstein and his studies and contributions to 
the literature have gone far to establish this 
disease as a definite entity with a rational 
treatment, and although his views as to its 
metabolic pathogenesis have not been universal- 
ly accepted, he has been the leader in this 
country in the development of the subject. 
There have been objections to the term nephro- 
sis, especially from an etymological standpoint 
and numerous substitutes have been suggested 
—among them nephropathy and nephrodystro- 
phy. Nephrosis, however, has stood the test 
of time and is probably a permanent fixture in 
medical nomenclature. 

The clinical picture presented in this condi- 
tion, which more and more clinicians call a 
definite disease entity, is a rather definite one. 
The patient has a pasty, waxy pallor. Edema 
is invariably present, usually of marked degree, 
this being the symptom for which the patient 
usually seeks medical advice. Fluid is often 
present in the serous cavities. Oliguria is char- 
acteristic. There is a very marked albuminuria 
with eylindruria, the casts being of the hyaline, 
granular and epithelial varieties, the hyaline 
perhaps most numerous. There is never a 
macroscopic hematuria. Erythrocytes are sel- 
dom found in the urine and never in any con- 
siderable number. Doubly refractile lipoid 
erystals are frequently found in the urine 
sediment. Contrasting strongly with cases of 
glomerulo-nephritis, the blood in uncomplicated 
eases does not show an anemia and there is no 
azotemia, The blood cholesterol is increased 
and in some cases very markedly so. There is 
a decrease in the total blood protein and an 
inverse albumin globulin ratio. The basal 
metabolic rate is in most cases below normal. 
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The blood pressure is not elevated and the 
heart is rarely hypertrophied. The negative 
features mentioned, i. e., the absence of anemia, 
azotemia, hypertension and cardiac hyper- 
trophy, are characteristic of this disease and 
in uncomplicated cases remain negative during 
the course of the disease. 

The disease usually pursues a chronic course 
—the edema and other symptoms having a tend- 
eney to recur at varying intervals after im- 
provement or apparent complete recovery. 
Ehrich reported a case in which the condition 
lasted for seventeen years and showed clinical- 
ly, as well as anatomically, all the signs of this 
disease. Mackay and Johnston reported a case 
that had been under their observaticn for six 
years and in which the history indicated at 
least seventeen years duration. 

No definite etiology of chronic nephrosis has 
been established. It is a comparatively com- 
mon disease in childhood but is rare in adult 
life, and is rarely observed after the fourth 
decade. Volhard believes that there may be a 
familial tendency. Munk formerly considered 
syphilis as the most common causative factor 
and many cases of syphilitic nephrosis have 
been reported. It has been thought by some 
observers that the so-called syphilitic nephrosis 
was a mercurial nephrosis. This opinion, how- 
ever, has been disproved by the curing of 
syphilitic nephrosis by the use of mercurials 
and other antisyphilitic treatment and path- 
ologists have demonstrated the difference an- 
atomically between the two conditions. Epstein 
states that in his experience syphilis has not 
been a frequent cause of the disease, having 
encountered only three cases of nephrosis with 
syphilitic history and a positive Wassermann 
reaction, and even Munk now believes that it 
is not an important factor. Nasal infections 
and sinus involvement have seemed to have an 
important relationship in children. Aldrich 
reported a group of seven cases of nephrosis in 
children in all of which there was definite nasal 
infection. Wimmer and Marriott consider nasal 
infections an important factor in children. 
There are some cases in which the disease 
seems traceable to other types of infection but 
in most cases it is impossible to establish any 
etiology. 

There are three present theories as to the 
pathogenesis of nephrosis. Elwyn, Loehlein and 
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others consider that the process is always pre- 
ceded by a glomerulo-nephritis, which after 
recovery from the inflammatory lesions leaves 
a residual degenerative process in the tubular 
epithelium. Volhard and Fahr consider the de- 
generative condition of the tubular epithelium 
in the kidney as primary. The third theory, 
that of Epstein, is that the condition is pri- 
marily a metabolic disturbance, involving the 
protein metabolism and secondarily the fat 
metabolism, and that the renal lesions are en- 
tirely secondary to this general metabolic dis- 
turbance. He has applied the name diabetes 
albuminuricus because he believes that the 
albuminuria of chronic nephrosis is not of 
renal origin but is the expression of a profound 
and general metabolic change. Although Ep- 
stein is an advocate of thyroid therapy in 
nephrosis and shown that these patients tol- 
erate very large doses of thyroid, he considers 
the condition not one of hypothyroidism but 
rather one in which the disturbed metabolic 
process calls for more thyroid than is normally 
produced in the body. In other words in 
chronic nephrosis there is a relative hypothy- 
roidism as contrasted to an actual hypothyroid- 
ism in myxedema. In a very recent personal 
communication, Dr. Epstein states that more 
and more experience has only strengthened his 
views on the subject of nephrosis and that the 
same holds good for the use of thyroid in the 
treatment of these cases. 

Since nephrosis is a comparatively uncom- 
mon disease and the prognosis is relatively fa- 
vorable, there has not been a large number of 
necropsy reports. There has, however, been a 
sufficiently large number to establish the path- 
ologic anatomy of the disease. Fishberg, in the 
recent edition of his book ‘‘Hypertension and 
Nephritis,’’ states that he has seen four such 
necropsies in the past three years. Necropsies 
have been reported by Murphy and Warfield, 
Shapiro, Ehrich, McElroy and others. Grossly 
the nephrotic kidney is somewhat enlarged, the 
capsule strips easily, the crotex is wider than 
normal and is greasy in appearance with yel- 
lowish areas throughout. Microscopically, the 
significant finding is degenerative changes in 
the tubular epithelium—most marked in the 
proximal convoluted tubules. The epithelial 
ce!ls contain fat and lipoid material and much 
of this lipoid material is doubly refractile. 
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Changes in the glomeruli are seen at times but 
these changes are not those characteristic of 
inflammation but are fatty changes occurring 
in the layers of Bowman’s capsule. Shapiro, in 
his report, describes the degeneration of the 
tubule cells, proliferation of the interstitial 
tissue with constriction of the glomeruli and 
contraction of the kidneys. He states that if 
the tubules are not too severely damaged some 
of them regenerate and render the surface of 
the kidney granular. Murphy and Warfield, in 
their necropsy report, state that there was no 
glomerular inflammatory lesion. Ehrich’s case, 
previously referred to, showed at autopsy the 
typical nephrotic findings and the kidneys were 
still much enlarged. While it has been definitely 
established that there is anatomically a pure 
nephrosis, there are cases, of course, in which 
the anatomical findings are mixed—those of 
both nephrosis and glomerular nephritis being 
present. An interesting case is reported in the 
Cabot case records in which the clinical symp- 
toms were partially those of nephrosis and par- 
tiglly those of nephritis and the anatomical 
findings were those of a glomerular nephritis 
with a secondary nephrosis. 

The relatively good prognosis in uncom- 
plicated cases of nephrosis has been previously 
unmentioned but unfortunately complications 
are common. The nephrotic patient is partic- 
ularly susceptible to infections and especially 
so, is the child with nephrosis. The pneumococ- 
cus is most often the offending organism and 
strangely enough pneumococcal peritonitis is 
not an infrequent: complication. Erysipelas 
and erysipeloid skin lesions and abcesses are 
other complications encountered at times. 
Stewart compiled from the literature twenty- 
three cases of nephrosis in which pneumococcal 
peritonitis developed and emphasized the close 
relationship existing between the two condi- 
tions—of the twenty-three patients only two 
recovered. He reported three additional cases, 
all in children, all showing at least temporary 
recovery. Fishberg states that Schwarz and 
Kohn were able to demonstrate bacteriemia 
at one time or another in six of nine children 
with chronic nephrosis—pneumococeus Type 
IV being found most often. Bearing in mind 
the fact that these complications are the most 
usual cause of death, one should be alert in 
determining the cause of abdominal pain or 
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unexplained fever in these patients. 

The treatment of nephrosis has as its most 
important factor the institution of a proper 
dietary regimen and we are indebted to the 
brilliant studies of Epstein for the develop- 
ment of this diet, and for demonstrating how 
irrational and fallacious it is to use a low 
protein diet in these cases. The condition is one 
in which the blood protein is already depleted 
and if the supply of protein in the food is 
restricted the depletion in the blood becomes 
more complete and the patient, in his debili- 
tated condition, becomes a ready prey to com- 
plications. The occasional anemia found in 
nephrosis is most often due to protein restric- 
tion. Epstein recommends a diet containing 
two to three grams of protein per kilogram of 
body weight, 120 to 140 grams daily to replace 
the protein loss of the blood plasma. The fats 
are reduced to about twenty to forty grams 
daily with a view to reducing the lipoidemia. 
The carbohydrates are moderately diminished. 
If the metabolism remains low, even with the use 
of high protein diet, thyroid is used. We are 
reminded, however, that the use of thyroid is 
to stimulate protein metabolism and that the 
protein feeding is the fundamental factor in 
treatment. 

Epstein has demonstrated that patients with 
chronie nephrosis can tolerate large doses of 
thyroid, and when necessary to use it as an 
adjuvant to the high protein diet doses as 
high as fifteen grains, three times a day are 
employed, beginning, however, with smaller 
amounts. If improvement does not result from 
such doses, thyroxin is used intravenously at 
intervals of from five to ten days, the initial 
dose being from five to ten miligrams. The ex- 
perience of many other clinicians has sup- 
ported the assertion of Epstein that chronic 
nephrotic patients tolerate large amounts of 
thyroid. MeClendon considers the administra- 
tion of thyroid the most important factor in 
treatment and considers dietetic therapy as an 
adjunct only. Bannick and Keith employ a 
diet in which the protein is one gram to each 
kilogram of weight plus ten to twenty grams— 
i. @., eighty to ninety grams daily. They con- 
sider reduction of fat of minor importance 
and report that their experience with thyroid 
has not been very successful. It must be borne 
in mind that the high protein diet, not thyroid 
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therapy, is the essential in treatment and that 
in many cases the high protein diet suffices. 
Although there are still some opponents, the 
contention of Epstein that a high protein diet 
should be used in chronic nephrosis has been 
widely accepted. The patient should rest in 
bed until the edema disappears. In the syphilit- 
ic eases anti-luetic treatment should be insti- 
tuted and diuretics, such as salyrgan and 
novasurol may be used where very marked 
edema is present, the action of these drugs 
being intensified by preliminary administration 
of ammonium chloride. 

The following case is reported: 

A. M. Female, aged 39 years; nativity, German; 
single; occupation, domestic. 

Patient consulted a physician early in October, 1931, 
because of edema He placed her in St. Mary’s Hospital 
and a diagnosis of nephritis was made. She was kept 
in bed and treated with a low salt, low protein diet 
and her condition became steadily worse. On November 
17, 1931, she was referred to me for treatment. The 
history at that time was as follows: 

The family history is excellent. Both mother and 
father are living. Four brothers and three sisters are 
living and well. One brother died in infancy. 

The previous illnesses included influenza, measles and 
whooping cough. The whooping cough occurred in late 
adolesence, following which the patient had a discharg- 
ing left ear which has continued to drain at varying 
intervals since.. She has had numerous attacks of ton- 
sillitis and has had frequent “colds.” In 1930 tonsil- 
lectomy was performed. She was also operated on for 
hallux valgus in 1930. Venereal disease is denied. 

She has recently gained weight rapidly; thinks she 
has gained about fifteen pounds within the past month 
or two. There have been no other symptoms. Appetite 
is good and she has had no cough, dyspnea or other 
symptoms of cardiac disease. She admits, however, 
that recently, since gaining weight, she has been slight- 
ly dyspneic at times upon ascending stairs. Patient has 
not had nocturia and believes that she voids less urine 
than normally. 

Physical examination disclosed the follow- 
ing: 

A marked generalized edema was present and the 
skin presented a pasty pallor. 

Weight, 160 pounds; Height, 61 inches. 

Patient was co-operative and there was no indication 
of pain or discomfort, although there was a worried 
anxious facies. There was no dyspnea, cyanosis or 
cough. The left ear drum showed an old perforation 
and a thin fluid discharge was present. A small por- 
tion of tonsil was evident in the left fossa. There was 
moderate dental caries. Otherwise, the head and 
neck were essentially negative. The fundi were normal. 

The shape of the chest was normal. The heart tones 
were negative and no murmurs or thrills were present. 
Second aortic sound was not accentuated and the apex 
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beat was not seen or palpated. Upon percussion the 
supra cardiac dullness was found to be 4 cm. in 
width. The left border of cardiac dullness 10 cm. 
from mid-sternal line and right border of cardiac 
dullness 2 cm. from mid-sternal line. The blood pres- 
sure was systolic, 100; diastolic, 72. Peripheral arteries 
were soft. The lungs were negative to physical exam- 
ination. 

The abdominal wall was slightly edematous. Liver 
and spleen were not palpable. There were no palpable 
masses and no muscular rigidity and no evidence could 
be found of fluid in the abdominal cavity. The vaginal 
and rectal examinations disclosed no abnormality. There 
was no evidence of pathologic processes in the bones or 
joints. Neurological examination disclosed no reflex 
or sensory changes. 

Upon Roentgen examination an old sclerosing type 
of mastoid was found on both sides. On the right 
side, the lateral sinus was outlined suggesting destruc- 
tion of bone. Roentgen examination of the teeth con- 
fined the physical finding of caries in the upper left 
premolar, right central and lateral incisor teeth. The 
sinuses were negative. 

The urine contained albumin, a single specimen 
boiling solid, hyaline and granular casts, a few 
leucocytes and no erythrocytes. There was no glyco- 
suria. The twenty-four hour specimen showed five 
grams of albumin. Numerous specimens showed con- 
stant large amounts of albumin. The specific gravity 
of the urine varied from 1,014 to 1,030. There was a 
definite oliguria, the twenty-four hour excretion vary- 
ing from 300 to 600 cc with occasional larger amounts. 
The blood non-protein nitrogen was 26.8 Mg. per 100 cc 
and the blood cholesterol was 476.2 Mg. per 100 cc. 
The erythrocytes numbered 5,620,000; homoglobin 
(Newcomer) was 90 per cent; leucocytes—13,200, of 
which 59 per cent. were segmented cells; 35 per cent. 
lymphocytes; four per cent. monocytes and two per 
cent. were eosinophiles. The blood Kahn test was 
negative. 

The phenolsulphophthalein output was 67.5 per cent. 
in two hours. An orthodiagram disclosed the heart 
width as 13.9 cm., about one centimeter greater than 
normal for the patient’s height and weight. The 
electrocardiogram showed some left axial deviation but 
otherwise was normal. The metabolic rate was minus 
ten. 

A diagnosis of nephrosis was made, based upon the 
positive findings of oliguria, albuminuria, cylindruria, 
edema, hypercholesterolemia, excellent kidney function, 
moderate decrease of metobolic rate and the absence 
of hypertension and azotemia. Although some cardiac 
hypertrophy was shown, it was considered irrelevant in 
this case. 

The patient was kept in bed and placed on a diet 
containing protein, 140 grams, carbohydrate, 200 grams 
and fat, 30 grams. Thyroid was given in small doses 
for one week, at no time exceeding four grains daily. 
Thephyline-ethylein-diamine was given in doses of three 
grains three times daily. 

Within a few days after the institution of this 
regimen, improvement was noted, this being evidenced 
by a gradual diminution of the edema, an increase in 
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the amount of urine voided and a decrease of albumin- 
uria. 

She was kept in bed for one month after which she 
was permitted to be up a portion of each day for two 
weeks. At that time the edema having entirely dis- 
appeared and there being only a trace of albumin in 
the urine, she was permitted to leave the hospital but 
was seen at frequent intervals and laboratory observa- 
tions continued. She has been employed at her regular 
work since February 1, 1932. There was a definite 
improvement in morale with the beginning of disap- 
pearance of the edema. 

On March 29, 1932, the urine contained no albumin 
and no erythrocytes but contained a rare hyaline cast 
and the blood non-protein nitrogen was 29.7 Mg. per 
100 cc of blood. The systolic blood pressure was 100 
and diastolic 72. The phenolsulphophthalein output was 
sixty-five per cent. in two hours, the blood cholesterol 
was 254 Mg. per 100 cc. There was no edema and no 
subjective symptoms. 

SUMMARY 

1. The subject of nephrosis is briefly re- 
viewed and attention called to the factors of 
importance in making the clinical diagnosis of 
this condition. 

2. A ease of nephrosis is reported in which 
a response to a high protein diet was excellent 
a low protein diet having been used with- 
out improvement. The patient at this time has 


entirely recovered clinically. 
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RADIOGRAPHIC DIAGNOSIS AND 
MANAGEMENT OF MASTOIDITIS* 
D. 8. Bern, M.D. 


Radiologist, Augustana Hospital 
CHICAGO 

The clinical manifestations of mastoiditis are 
not infrequently very vague as well as protean 
in character, and often it is impossible to ascer- 
tain by the usual clinical examination whether 
or not the mastoid is involved. Not infrequent- 
ly, infections of the middle ear and occasionally 
infections of the external meatus, simulate mas- 
toiditis, so that it is important that one make a 
differential diagnosis. The radiographic study 


of the mastoid is of paramount value in making 
a diagnosis of mastoiditis. By this method one 
ean study the type of mastoid, and observe the 
development, size, and distribution of the cells. 


One can see which cells are involved, as well as 
the extent of the involvement. Although the 
complications in mastoiditis are somewhat in- 
frequent, one may occasionally elicit radio- 
graphic evidence of epidural abscess, as well as 
perisinus abseess. This type of examination is 
also very valuable in the study of recurrent and 
chronie types of mastoiditis. 

In a paper of this description it is unneces- 
sary to enter into detail regarding infections of 
the middle ear. However, the relationship of 
the infeetion of the middle ear to the mastoid 
antrum, and mastoid cells, is so close that a 
brief discussion would be pertinent. 

The tympanic cavity of the child is an ir- 
regularly shaped cuboidal space which is in 
direct communication through the eustachian 
tube with the naso-pharynx. Lined as it is with 
a’ mucous membrane which is continuous with 
the naso-pharynx, it may be regarded as a part 
of the upper respiratory tract, and as this con- 
tinuity of surface extends from the naso- 
pharynx through the eustachian tube to the 
tympanie cavity, the mastoid antrum and the 
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ramifications of the mastoid cells, there is here 
an area which, from its anatomical relation- 
ships, is peculiarly susceptible to various in- 
flammatory infections. The eustachian tube in 
the child is relatively shorter, wider, and 
straighter than it is in the adult, and the pas- 
sage of infection from the naso-pharynx to the 
ear is thus favored. 

The mastoid cells develop with the growth 
of the mastoid process which usually appears 
as a well defined structure in the second year. 
As a general rule the mastoid process does not 
show cellular development before three years of 
age. The antrum in the infant is large enough 
to contain a small pea. It is separted from the 
surface by a thin papery layer of bone, and it 
is lined by a mucous membrane which is con- 
tinous with that of the tympanic cavity with 
which it communicates through the aditus. It 
is this close relationship which explains the 
frequency with which infection of the tympanic 
cavity is followed by disease of the antrum, 
and in the great majority of cases, the disease 
is therefore resultant from a direct spread from 
the middle ear, or is a coincident infection. 

The average infant below three years of age 
will usually show a well defined antrum, some 
periantral cells, and not infrequently a few 
cells extending to the knee of the sinus. Dur- 
ing infancy there are two types of a mastoid 
process: one in which the bone is dense, a form 
that persists in 1% of the adults; and one in 
which the mastoid is diploetie, a form that is 
retained in 20% of the adults. In adults three 
varieties are usually seen: 

1. Those in which the cells are large and communi- 
cate with each other and with the tympanic sinus. 

2. Those in which the central cells are large and com- 
municate with the sinus, while the peripheral cells are 
small and enclosed. 

3. Those in which all of the spaces are small and en- 
closed. The cells surround the sinus and may pass 
backwards to the masto-occipital suture, forwards to 
the supra-meatal region, upwards to the masto-parietal 
suture, and downwards to the apex of the mastoid. 
The veins from the superficial cells empty into 
the periosteal veins of the mastoid, and by 
these inflammation may reach the surface and 
give rise to edema, as well as periostitis. 

For general classification the mastoid process 
may be divided into two distinct types: a. The 
non-cellular, and b. the pneumatic. Radio- 
graphically, the non-cellular type of mastoid 
is seen as an external and internal auditory 
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meatus. Above and posterior to the canal is 
located a sma)) ce)) which is called the mastoid 
antrum. Directly posterior to the canal, and 
separated from it by a partition of bone, is a 
large vessel, the sigmoid sinus, which is com- 
monly termed the sinus. The lateral sinus 
passes around the occipital bone until it reaches 
the posterior superior border of the mastoid 
process, and then turns downward, passing 
through the mastoid process to enter the ju- 
gular vein. The sharp angle at the turn is 
known as the knee of the sinus. The rest of the 
mastoid consists of dense bone. 

In the pneumatic type of mastoid all of the 
relationships are the same as in the non-cellular 
type but in addition, there are cells enclosed by 
trabeculae extending around the mastoid an- 
trum occupying the body of the mastoid, the 
tip, and sometimes, well into the occipital bone. 
The cells also extend upward into the squa- 
mous portion of the temporal bone, and ocea- 
sionally, extend to the temporo-mandibular 
articulation. 

The mastoid is usually similarly developed on 
both sides. Occasionally the development and 
structure of one mastoid may vary from that 
of the opposite side. It is always of marked 
importance in examining the mastoid to ex- 
amine the opposite one for comparison, more 
particularly in forming an opinion as to 
whether a suspicious area on the film is a large 
cell, or an area of absorption. When, however, 
both mastoids are diseased, one will also have 
to depend upon the clinical and physical find- 
ings. 

In examining the mastoid the following as- 
pects should be considered : 

1. Age of the patient. 

2. Past history. 

(a) The evidence of previous disease. 
(b) The evidence of a previous operation. 

3. The etiology of the otitis media. 

. The clinical findings. 

5. The blood picture. 

(a) Red. 

(b) White. 

(c) Differential count. 

(d) Occasional blood culture. 
(e) Examination of spinal fluid. 

. The associated pathology. 

. The complications. 

3. The type of mastoid. 

(a) Non-cellular. 
(b) Cellular or pneumatic. 
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9. The pathological X-ray findings. 
10. The indications for operation. 

Mastoiditis usually begins as hyperemia 
which increases is amount until the direct in- 
flammation of the mucous membrane lining the 
cells takes place. Pus is eventually formed and 
accumulates in the middle ear and antrum, and 
in the cellular structure, if such a structure 
exists. Discharge through the canal occurs by 
spontaneous rupture of the drum or through 
the opening following a paracentesis. If the 
discharge is free and the type of mastoid is 
variable, resolution may occur and the mastoid- 
itis may slowly clear up. If the formation of 
pus is in excess of the drainage the pus accu- 
mulates in the cells until pressure ensues. The 
breaking down of cells often begins at the knee 
of the sinus, as well as at the tip, and the pus 
may be evacuated through the external mastoid 
cortex of the petrosquamous suture forming a 
sub-periosteal abscess behind the ear. This is 
often the sequence of events in mastoiditis. The 
pus may perforate ‘the inferior surface of the 
mastoid process into the diagastric fossa, form- 
ing an abscess beneath the sterno-mastoid 
(Bezold’s abscess). The pus may extend up- 
wards through the roof of the antrum or the 
tympanic vault, into the middle cranial fossa 
(cerebral abscess), or backwards it may spread 
into the lateral sinus (sinus thrombosis) or into 
the posterior cranial fossa (cerebellar abscess). 
The internal ear may become infected (laby- 
rinthitis). 

Any of the above complications may ulti- 
mately end in meningitis, or there may be a 
direct infection of the meninges leading to a 
rapidly fatal termination. 

The following pathological findings may be 
revealed on the roentgenograms. 

. Hyperemia of the mastoid cells. 

. Acute catarrhal mastoiditis. 

. Purulent mastoiditis. 

. Softening of the cell walls. 

. Necrosis of the cell walls. 

. Destruction of the sinus wall. 

. Destruction of the tegman tympanum. 


. Cholesteatoma. 
. Sclerosis. 


In arriving at the final conclusions in a case 
the clinical history, the physical and laboratory 
findings, and radiographic findings must be 
taken into account. If the referring clinician 
or surgeon consults with the roentgenologist 
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there should be no diversity of opinion in aie 
management of the case. 
CONCLUSIONS 

1, The radiographic examination of the mas- 
toid reveals its type, the extent of its develop- 
ment, the cells involved and their location; the 
position of the sinus, as well as the character 
of the anterior sinus wall and the tegmen 
tympani. 

2. Repeated roentgen ray examinations are 
of value in determining whether the infectious 
process in the mastoid is clearing up, remaining 
stationary, or advancing. 

2. In conjunction with the clinical findings, 
the radiographic examination may indicate or 
contra-indicate surgical intervention. 

4, The presence of perisinus abscess or epi- 
dural abscess may often be elicited by this 
examination. 

5. The radiographic examination of the mas- 
toid is of cardinal importance, as well as in- 
dispensable as a diagnostic aid in all cases of 
mastoiditis. 


DISCUSSION 


Dr. Charles D. Sneller, Peoria: I appreciate the 


paper on mastoiditis very much. I should like to em- 
phasize a couple of points which I think are of impor- 


tance. 

In the first place, occasionally a mastoiditis can occur 
without an apparent involvement of the middle ear. 
However, since we know that such a case may occur, 
occasionally with much pain and swelling behind the 
ear, in the presence of a normal ear drum, we might 
assume there is mastoiditis present. Here an x-ray is 
of fundamental importance. However, if in examining 
the x-ray all the trabeculations appear to be hazy, it 
does not follow that there is an involvement of the 
mastoid. As a matter of fact, if in addition to the hazi- 
ness you find breaking down of trabeculations, anyone 
who has been mixed up in such cases where two or 
three doctors are concerned, will know what is meant. 

Second, that a posterior-anterior view will sometimes 
give value as to depth of involvement you will not get 
from the lateral views. 

Then the irregularity of the anterior wall of the lat- 
eral sinus is of tremendous importance. Sometimes 
you have no signs of involvement of the lateral sinus 
or invasion of the blood stream, yet you have some little 
irregularities and find actual breaking down of the 
anterior wall and perhaps can prevent future sinus 
thrombosis by suggesting early operation. 

In regard to this diagnosis of a lateral sinus throm- 
bosis, occasionally if your lateral sinuses are of equal 
width on the diseased and normal sides, there will be a 
greater density visible on the involved side when the 
thrombosis is present as compared with the normal side. 
I have seen a couple of cases where this finding can be 
relied upon. 
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There were other very interesting and very important 
points in this good paper. 

Dr. Harry Olin, Chicago: I think Dr. Beilin’s paper 
was very well presented, and I should like to emphasize 
several points which I think in the past have been more 
or less overlooked by the roentgenologist. 

I think it is of paramount importance in the diagnosis 
of mastoid disease by x-ray that the clinician give the 
roentgenologist some of the clinical history, and the 
more salient features. I think without that it is im- 
possible to interpret with intelligence any mastoid x-ray 
examinations. I do not attempt to do it, because I have 
been guessing at many things that I have learned to 
know clinically, 

One of the things that has helped me considerably 
for the past eight years in dealing with mastoid disease 
is taking stereoscopic examinations of the lateral views. 
In many doubtful cases this has been of extreme value. 
I experimented for some three or four years until I 
was able to say to myself that I could take them prop- 
erly. If you can teach your technicians to put two 
radiographs on the plate so that when you put them 
in the view box you can see both right and left mastoid, 
I think it will be of tremendous value, and undoubtedly 
in any difficulty it will tide you over the critical 
situation. 

Dr. F. Flinn, Decatur: I should like to ask Dr. 
Beilin a question a little aside from the clinical study. I 
have had two cases referred to me recently for therapy 
which have been operated on two or three times each 
for mastoid disease. They still have discharging mid- 
dle ears, one for a period of twenty years and one for a 
period of seven years. I have radiated those areas and 
one case has not had any discharge for about three or 
four months, The discharge in the other case decreased 
materially. I have never had any experience before in 
radiating these cases, and I should like to have Dr. 
Beilin express his opinion on whether I am going to get 
permanent results. 

Dr. David S. Beilin, (closing discussion): A few 
years ago we had an excellent opportunity to study a 
fairly large number of cases of mastoiditis. Many of 
the cases were under direct observation and had several 
radiographic repeated examinations, in order to deter- 
mine as to whether the pathological process in the mas- 
toid was clearing up, or remaining stationary, or advanc- 
ing. A number of these cases were operated upon. A 
check-up of the surgical findings with the roentgenolog- 
ical findings revealed very valuable information. 

Not infrequently, the physician waits too long before 
operating upon his mastoid cases. When one finds a 
cellular occlusion in one mastoid, whereas the opposite 
mastoid reveals normal cellular structure, one can be 
safe in saying that those cells contain pus if it is an 
acute case of mastoiditis. In conjunction with the usual 
clinical findings, cellular occlusion of the mastoid cells 
should indicate surgery. 

In acute cases of mastoiditis one should not wait until 
the cells are destroyed, as not infrequently, during the 
interim a complication may occur, as sinus thrombosis, 
epidural abscess, meningitis, etc. 

Stereoscopic examinations of the mastofds do not re- 
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veal any more information than a competent lateral and 
posterior anterior views with the opposite side for 
comparison. These views show the extent of the de- 
velopment of the mastoid cells, what cells are involved, 
how large the mastoid is, and the location of the smus. 

Superficial x-ray therapy not infrequently will clear 
up an incipient case of mastoiditis. 

Many cases of mastoiditis only show some cloudiness 
of the mastoid cells or a slight degree of fuzziness of 
the trabeculae. This alone is no indication for operation, 
as not infrequently, repeated roentgenological exami- 
nations of the mastoid will show the process returning 
to normal. However, in other cases repeated examina- 
tions show, over an interval of a few days, that the 
process is advancing to the extent of occlusion of the 
cellular structure, and when this finding occurs, in con- 
junction with the clinical findings, operation is indicated. 





CLINICAL EXPERIENCES IN THE 
TREATMENT OF PEPTIC ULCER 
WITH GASTRIC MUCIN* 

SAMUEL J. Foaetson, M. D. 
CHICAGO 

The objective of this paper is to review 
briefly the physiologic rationale for the use 
of gastric mucin in the treatment of peptic 
uleer and to summarize the clinical results 
which have been obtained by the three asso- 
ciated Northwestern University Medical School 
units evaluating gastric mucin as well as the 
clinicians throughout the United States to 
whom mucin has been released and who have 
reported to us the results they have obtained. 

My investigation of mucin concerned itself 
with the protective mechanism against the cor- 
rosive action of acid chyme as contrasted with 
the extensive research on acid-pepsin digestion. 
Review of the literature on gastroduodenal 
pathology suggested mucin as one of the most 
important factors protecting the gastric and 
duodenal mucosa against chemical and me- 
chanical irritation. The Pavlov school has 
long believed that mucus not only functions as 
a physically protective substance, but also neu- 
tralizes or buffers acid. The physical protec- 
tive réle seems to be well established, but the 
value of mucus as a buffer may certainly still 
be contested. (Bonis: Z. Klin. Med., 113:611, 
1930) (Mitchell: J. Physiol., 73 :427, 1931). 
Whitlow working with Prof. A. C. Ivy has 
demonstrated that HC1-pepsin diffuses slowly 
through a film of mueus, and that if the mu- 
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cous film covering the mucosa of the pyloric 
antrum is wiped away, N/10 HC1 application 
causes bleeding much sooner than otherwise. 

In 1929, I prepared a gastric mucin from 
hog stomach linings purified enough for a pre- 
liminary clinical trial. The early results were 
encouraging enough to stimulate further in- 
vestigation of its experimental and clinical 
possibilities. 

Prof. A. C. Ivy found that the administra- 
tion of mucin could reduce the incidence of 
experimentally induced ulcer occurrence in 
dogs. In a series of twenty biliary fistula dogs 
in 50% of which ulcers usually occur in about 
four weeks, adequate doses of mucin prevented 
gastroduodenal ulceration. In the internal 
duodenal drainage dogs (Mann-Williamson 
operation) the incidence of ulcer occurrence 
was reduced by adequate doses of mucin from 
95% to approximately 37%. (Kim and Ivy: 
J.A.M.A., 97 :1511, 1931) (Kim and Ivy: Proe. 
Soe. Exper. Biol. and Med., 29 :686, 1932). 











Fig. 1. This shows that mucin retards but does not 
entirely inhibit the digestive action of gastric juice upon 
protein in vivo. I A: This frog leg was immersed in 
2% HCl plus 2,000 units of pepsin with enough mucin 
to make a 2% mucin mixture. I B: This contained the 
same acid-pepsin mixture as I A, but no mucin was 
present. II A: This frog leg was immersed in .2% HCl 
plus 1,000 units of pepsin with enough mucin to make 
a 2% mucin mixture. II B: This contained the same 
acid-pepsin mixture as II A but no mucin was present. 
III A: This frog leg was immersed in 3% HCl plus 
2,000 units of pepsin with enough mucin to make a 2% 
mucin mixture. III B: This contained the same acid- 
pepsin mixture as III A, but no mucin was present. 
IV A: This frog leg was immersed in .3% HCl plus 
1,000 units of pepsin with enough mucin to make a 2% 
mucin mixture. IV B: This contained the same acid- 
pepsin mixture as IV A, but no mucin was present. 
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The protective role of mucin against acid- 
pepsin digestion was studied with living frog 
legs. I found that if the hind legs of a ‘‘pith- 
ed’’ living frog are placed in a solution of 
artificial gastric juice, they are digested. But, 
if one leg is placed in gastric juice containing 
mucin, and the other in gastric juice without 
mucin, the latter is digested more than the 
former. 

Early in my clinical experiments I became 
satisfied that mucin probably was a very im- 
portant adjunct in the treatment of peptic 
uleer. To enrich our clinical experience, the 
Northwestern University Medical School estab- 
lished two additional units to use mucin. One 
of these was at the St. Luke’s Hospital, Chicago, 
under the direction of Dr. Clarence G. Brown, 
and the other at the Passavant Hospital, Chi- 
cago, under the direction of Dr. Arthur J. At- 
kinson. 

The establishment of the dosage of mucin 
was the first difficulty, and I started by giving 
our patients as much mucin as could be physi- 
eally tolerated. I found that approximately 
100 grams of mucin mixed in milk and cream 
and properly flavored, could be tolerated by 
the average patient. This mixture was divid- 
ed into hourly doses in acutely ill patients, and 
as soon as the subjective symptoms were re- 
lieved the doses were combined so that the 
patient was taking a milk-cream-mucin mix- 
ture every two hours throughout the day. In 
addition, the usual convalescent ulcer diet 
was prescribed. When any pyloraspasm was 
suspected, atropine was given to tolerance. 

In the average uncomplicated ulcer patient, 
this routine relieves practically all the subjec- 
tive symptoms within one week. I felt that to 
evaluate mucin properly we should consider 
only a group of patients which were defined 
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as ‘‘intractable.’’ This included only patients 
who had had a definite diagnosis of ulcer for at 
least five years, during which time they had 
been under competent surgical or medical 
management, and still had partial or complete 
disability. All patients in whom there was 
some question as to intelligence adequate to 
permit satisfactory cooperation with their 
physician during the last year were eliminated 
from this group. In the three Northwestern 
Units we were able to collect a total of 110 
such patients. 

The Passavant unit treated 24 of these pa- 
tients without failure. The St. Luke’s unit 
treated 37 patients with a single failure. This 
failure was later operated upon and found to 
be a penetrating duodenal ulcer complicated 
by what was diagnosed as an essential gastro- 
pyloro-duodenitis. I studied 46 such patients 
and was able to give 39 complete subjective 
relief of symptoms with complete economic 
restoration. In this group of 110 patients 
there were 37 cases which had been previously 
operated upon and 21 acute massive hemor- 
rhage cases. It was possible to control all the 
patients with hemorrhage, and oceult blood 
disappeared from the stool in an average of 
nine days. 

In addition to these patients treated by the 
associated Northwestern groups, questionnaire 
reports from clinicians throughout the United 
States cooperating with the gastric mucin 
committee permit the addition of 60 more pep- 
tie uleer cases which may be classified in this 
intractable group. These clinicians were able 
to control the subjective symptoms which had 
not responded to any other previous therapy in 
approximately the same period of time as we 
at Northwestern. 


TABLE 1. SUMMARY OF PEPTIC ULCER PATIENTS TREATED BY DR. S. J. FOGLESON. 


Group I Group II 
Jan.-June, 1930 July-Dec., 1930 
No. of cases 24 10 
Prev. operation I resection ° 
1 G. E. 
1 pyl-plasty 
Av. wet. gain 18 Ibs. 15 Ibs. 
Ave. inc. R. B. C. 800,000 700,000 
Av. inc. hemog. 35% 25% 
Days in Hosp. 14 
Intractable ulcers 9 6 
G. J. ulcers 2 ° 
Massive hemor. I 2 
Failures ° I 
Recurrence ° ° 


Group III Group IV, 
Jan.-June, 1931 July-Dec., 1931 Totals 

34 42 110 
I resection 19 

6 G. E. 6G. E. 13 

2 sut. perfor. 1 pyloroplasty 4 

14 lbs. 15 lbs. 

650,000 500,000 

30% 30% 

35 53 116 

ts 19 49 

Ss 5 12 
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In the 110 peptic ulcer patients which I 
have treated during 1930 and 1931, there have 
been two recurrences. Doctor Atkinson has 
had one recurrence. The fact that these pa- 
tients have been observed for less than two 
years does not permit a definite conclusion as 
to the incidence of recurrence after mucin 
therapy, but in reviewing the previous history 
of these patients the impression is obtained that 
mucin has definitely decreased the incidence 
of recurrence. Inasmuch as most of these 
patients have had their previous recurrences 
in the spring and fall, I give my patients who 
are no longer on active treatment prophylactic 
doses of mucin in February and March, Oc- 
tober and November. 

TABLE 2. SUMMARY OF CASES TREATED BY 
THE THREE NORTHWESTERN 
UNIVERSITY MEDICAL SCHOOL 
GROUPS UNDER DIRECTION OF 


DRS. A. J. ATKINSON, CLARENCE 
F. G. BROWN, AND S. J. FOGELSON. 


Total number of cases 

Intractable complicated cases not responding to previous ther- 
apy 

Acute massive hemorrhage 

Number of cases with gastro-duodenal surgery 

Number of gastro-jejunal ulcers 

Failures . 


*Doctor Fogelson has experienced 7 of these failures in 
patients which were treated ambulatory. Doctor Brown 
had the other failure despite adequate hospitalization of 
the patient. 

7Doctor Fogelson has had two recurrences. Doctor At- 
kinson has had one recurrence. 

At present mucin is available to all clinicians 
who agree to cooperate with the gastric mucin 
committee of the Northwestern University 
Medical School in reporting the type of case 
treated and the results obtained. Our purpose 
in doing this is to afford a better basis for 
evaluating mucin in the treatment of peptic 
ulcer. 

For the past six months the committee on 
gastric mucin has earefully assayed every 
batch of mucin manufactured for secreto- 
gogue content, irritating amines, viscosity, and 
bacteria. Every batch of mucin which does 
not meet rigorous prescribed stipulations is 
rejected. 

Summary: Although mucin has been used for 

only opproximately two years in the treatment 

of peptic ulcer, the following conclusions are 
justified : 
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1. Experimentally gastric mucin inhibits 
protein digestion in vivo. 

2. The incidence of experimental ulcer for- 
mation in the dog can be radically reduced by 
adequate doses of mucin. 

3. One hundred seventy intractable, com- 
plicated peptic ulcer patients were treated by 
the three associated Northwestern University 
Medical School groups, and by clinicians 
throughout the United States cooperating with 
the gastric mucin committee. Over 90% of 
these patients were relieved of all subjective 
symptoms in approximately one week. 

4. There have been two recurrences in the 
110 peptic ulcer patients treated by me during 
1931. Doctor Atkinson has had one recur- 


rence. 
DISCUSSION 

Dr. Lowell D. Snorf, Chicago: Dr. Fogelson is certainly 
to be complimented on the presentation of this particular 
subject for the work that he has done and the attempted 
control that he has followed throughout the work. 

It has been my good fortune to be rather closely asso- 
ciated with both Dr. Fogelson and Dr. Ivy and to have 
had the opportunity of following rather closely both the 
laboratory and clinical work in the use of mucin. I 
have observed it both with enthusiasm and a reasonable 
amount of critical reaction. Whatever their results are 
at the present time, of course, can scarcely stand as a final 
critical analysis of their work, because we know that time 
only will give us a final interpretation of what the rela- 
tive value of any one particular procedure is in peptic 
ulcer. 

The classical work done by Dr. Fogelson and Dr. Ivy 
very definitely reveals the control of peptic or proteo- 
lytic action of gastric juice by mucin on normal tissue 
and on the gastric and duodenal mucosa. The experimen- 
tal animals prepared according to the Mann-Williamson 
technique, have failed to develop peptic ulcers when 
mucin has been administered as to make the results more 
than coincidental. One may assume that in the clinical 
patient with striking ameliorating results obtained from 
mucin that it is not an accidental happening but that 
some very definite good has come from it. One is always 
impressed by certain experiences. In a number of in- 
stances where I have had the privilege of using mucin on 
cases described by Dr. Fogelson as intractable—patients 
that had had marked, continued secretion, not the acute 
ulcers, but the complicated ones when they have become 
much worse, and continue with marked symptoms after 
the usual types of management were employed and 
physiologic rest always attempted—mucin has suddenly 
produced very striking results to the extent that the 
patient feels better, is symptomatically improved, and 
over a period of many months continues to feel that 


*The author wishes to thank Prof. A. C. Ivy and other members 
of the faculty of the Northwestern University Medical School for 
their cooperation without which this work would have been im- 


possible. 
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same improvement. When one has labored with such 
patients for months or years and then as has occasionally 
occurred, observe a relief that is next to dramatic it is 
to believe that mucin has a real virtue. I have not had 
the same good results reported here today but I shall 
continue to use it as an adjunct at all times. 

It has been my experience also to use mucin in patients 
with hemorrhage. In some I have not succeeded in being 
able to control the hemorrhage. In others I have not only 
been able to control the hemorrhage, but I have had an 
experience of this sort: The patients that had had hemor- 
rhage before, that had gained slowly, both in strength 
and as to evidence of blood building, on previous manage- 
ment, showed marked increase in strength and blood 
building after instituting mucin. 

It goes without saying, however, that in the treatment 
of peptic ulcer one must necessarily follow that type of 
treatment that has been found to be of most value by 
clinicians over many years of observation and at present 
to use mucin as an adjunct. 

There is room for speculation on the reasonable causa- 
tion of the results obtained, and it may be that it does 
protect the stomach mucosa from proteolytic digestion by 
neutralization or by directing coating of the ulcer; and it 
may be that the effect that it has is in a secondary way 
on the stomach and primarily affecting some other organ. 
In other words, there may be some agent in mucin, some 
factor “XX,” that does have a specific effect on the organ- 
ism in increasing the protective agents against the forma- 
tion of peptic ulcer. 

Dr. Fogelson is certainly to be congratulated on this 
presentation. It stimulates our enthusiasm. Whatever 
your reactions may be, it at least has one very good 
effect; that is, that although the subject of peptic ulcer 
may still remain in a state of quandary such clinical and 
laboratory results as have been reported here today must 
make us all feel that work along the investigation of etiol- 
ogy is worth our continued effort. 

Dr. Leon Bloch, Chicago: My associate, Dr. D. H. 
Rosenberg and I have had experience with about 32 pa- 
tients with peptic ulcer, mostly duodenal, to whom mucin 
was given. Unfortunately our results do not compare 
favorably with those reported by Dr. Fogelson. 

We used the same form of treatment recommended by 
him, the same diet, and the same doses. 

Six patients voluntarily discontinued taking mucin 
after varying periods of one dose to seven days because 
of nausea, vomiting, cramps, and diarrhea, with no benefit 
in any way. There was increased pyrosis and in some 
cases marked intensification of all symptoms. 

Nine patients took mucin for periods of 3 weeks to 
3 months. In none of those was there any amelioration 
of symptoms for any period of time. We insisted upon 
these patients taking the mucin. They took it, and some- 
times felt better for a few days and then worse again. 
They also complained of untoward symptoms: nausea, 
vomiting, flatulence, cramps, or diarrhea. 

Six patients took mucin for periods ef 3 months to 
8'%4 months. All of these had complete relief for variable 
periods of time, from 12 days to 2 months, and then re- 
lapsed while taking mucin. Many of these patients 
developed the same untoward symptoms mentioned before. 

Seven patients, despite the fact that they developed 
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some anorexia, nausea, vomiting, or other symptoms, 
continued to take mucin and are all feeling very well 
and relieved of their symptoms. 

One man who had never had any heartburn or ulcer 
distress of any kind, was given mucin because he had 
had 3 hemorrhages in the course of a year and a half. 
We reported him as free from hemorrhage at the meeting 
of the American Gastroenterological Association on May 2, 
1932. On my return to Chicago I found him in the hos- 
pital again because of another hemorrhage while taking 
mucin. In the meantime he had developed all the symp- 
toms of ulcer that he had heard about and had never 
experienced. Three other patients were treated elsewhere, 
one for a period of 6 months, who developed a perfora- 
tion while waiting to go to the hospi‘al; the second who 
took mucin for a week and then ceased because he could 
not tolerate it; and the third who had been a patient of 
mine, left me, took mucin for one year, and returned at the 
end of a year, because in the previous 3 months he had 
had intolerable distress. He went to the hospital for 
further ulcer treatment. 

It is a difficult matter to evaluate the results of any 
form of ulcer therapy because the normal life cycle of 
ulcer shows a tendency to relapse and improve under any 
type of medica! treatment or no treatment whatever. 
There is the tendency for the symptoms to disappear with 
rest in bed or on any suitable diet, with a change in one’s 
surroundings, such as a vacation, or with emotional in- 
fluences, as, for example, the hope that a patient may 
avoid the necessity of an operation if he follows a type 
of treatment that promises good results. 

Furthermore, we know that intractable ulcers are 
intractable because many of them perforate into the liver 
or into the pancreas, that many have large indurated 
margins, still others are associated with diverticulae or 
stenosis of the duodenum, shortening of the gastrohepatic 
ligament, and chronic periduodenitis or perigastritis. All 
of these influences which further the chronicity of ulcer 
are not relieved by any form of medical treatment. The 
patients are not cured; if they have relief, it is temporary 
only. 

I do not know why my results are different from those 
of Dr. Fogelson and his group. I simply report these 
cases as we have seen them. It is possible that further 
changes in the preparation of mucin and the elimination 
of some of the secretagogue elements that it has been 
shown to contain by the Mayo Clinic workers may lead 
to an improvement in mucin so that it will become more 
palatable in a larger number of cases. 

Dr. Walter H. Nadler, Chicago: We have had the 
privilege of using mucin. Particularly gratifying results 
have been obtained in cases of recurrence after one or 
more operations for ulcer. While mucin is unpleasant to 
take for many patients, it can be incorporated in mixtures 
that are palatable. On the whole mucin promises to be a 
valuable adjunct in the treatment of peptic ulcer. 

Dr. Sidney A. Portis, Chicago: The whole question of 
ulcer of the stomach and duodenum is again being revived 
for discussion at meetings through the advent of the use 
of mucin therapy. It is difficult to evaluate at this time 
just exactly how far-reaching this form of therapy may 
be. 

The clinical results that have been brought to you this 
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morning by men whom I know are honest clinicians, men 
who have tried to evaluate their results in a cool and 
calculating way, cannot be thrown so easily aside and 
have it said that there is nothing to this form of therapy. 
However, from the standpoint of gastro-enterology, they 
must go further to evaluate this form of therapy. 

They have shown that mucin certainly does not neu- 
tralize gastric acidity. In some cases it does; but we do 
not know in those cases whether it is due to the mucin 
or the diet. If mucin does not neutralize gastric acidity, 
then all our previous ideas about the digestive ulcer being 
related to the presence of hydrochloric acid must be 
thrown into the discard. 

As Dr. Snorf pointed out to you, there is a certain 
“X” factor in gastric mucin, and in my evaluation of the 
clinical results that have been obtained so far I am 
wholly in accord. What there is in gastric mucin that 
inhibits peptic activity is still to be demonstrated. The 
very crucial experiments that Dr. Ivy has presented on 
the experimental ulcer in animals also must be further 
evaluated. He has diminished some of his ulcers by the 
use of alkalies, but not to the extent that he has with 
gastric mucin. 

I question personally, not in a derogatory statement 
to what Dr. Fogelson has said, the wisdom at this time 
of treating either a massive hemorrhage of the stomach 
or duodenum with gastric mucin. Our results so far with 
the old standard methods of treating hemorrhage from 
the stomach and duodenum are as good as anything they 
presented here this morning ; and furthermore, this mate- 
rial has a tendency to undergo bacterial decompusition 
and they know that it does, and when it cannot always 
be received fresh it may produce disturbances in that 
gastrointestinal tract which are healthful for a bleed- 
ing ulcer. All of us welcome in the treatment of ulcer 
of the stomach and duodenum anything that is going to 
help that ulcer patient get well; but with my long con- 
tinued experience in the fluoroscoptic room, seeing ulcer 
after ulcer, I will say to you that there are certain ulcers 
that I do not believe on any type of therapy—mucin 
therapy, alkaline therapy, any type of therapy that you 
wish—will ever get well medically and should have sur- 
gical intervention. 

Furthermore, you are not to go away from here with 
the idea that just because these patients are clinically 
free of symptoms under mucin therapy you are to neglect 
the time-honored principle of handling an ulcer of the 
stomach or duodenum by not removing possible sources 
in etiological factors of ulcer. Recurrences happen under 
any form of therapy. I have seen patients who have had- 
a silent bleeding ulcer get well have another silent bleed- 
ing ulcer. 

We look upon those cases as embolic bleeding and no 
form of therapy is going to appreciably help these patients 
unless we get rid of the underlying factor. 

Finally, I, too, am still open-minded on this subject of 
mucin. I know that there are men who have had dif- 
ferent results from the other investigators. However, 
you can go through the whole field of medicine and find 
the same thing. That does not mean that mucin therapy 
shold be thrown into the discard. After long continued 
observation over a period of five or ten years we will be 
able to evaluate the practical application of this therapy. 
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Anybody who can add something new to our line of 
endeavor in the treatment of ulcer is to be congratulated. 

Dr. Samuel J. Fogelson, Chicago: There are just a 
few things that I think should be said. 

Certain paradoxes seem to have developed with mucin 
therapy. Some clinicians report good results and some 
report bad. That is to be expected with any new form 
of therapeusis. 

My one suggestion to those that are not able to dupli- 
cate our results—by ‘ ours” I mean Atkinson’s, Brown’s, 
and mine—is to give mucin an opportunity to prove its 
true value. 

We have a clinic every Sunday morning at St. Luke's 
Hospital in Chicago, and another clinic on Wednesday 
and Saturday at 303 Chicago Avenue, Northwestern Uni- 
versity Medical School, in which these patients that you 
saw tabulated here today are seen regularly. You are all 
invited by Drs. Atkinson, Brown and myself to come to 
these clinics, see these patients, and assure yourselves of 
such results. 

To me, the ulcer patient is a patient who is interested 
vitally in himself. He wants relief of pain. These in- 
tractable ulcer patients—110 of them—are certainly ap- 
preciative of the fact that they are relieved of their 
symptoms as Dr. Trapp has told you. They are not 
much interested in the scientific phases of this thing, | 
grant you, which is not to be discounted; but they are 
relieved of their abdominal distress and that, to me as a 
clinician is essential. 

Any debate about the relative merits of mucin as 
contrasted to other types of therapy is at present prema- 
ture. All that I can tell you, as Dr. Snorf and Dr. Portis 
have told you, is that mucin is far from a finished 
product; we hope, in the near future, to try to find the 
so-called “X’’ factor which may or may not be present. 
We are trying to purify mucin and at present I am 
reasonably certain that it may be safely used by either 
yourself or your patients; and you are welcome to use it 
and to draw your own conclusions. 





FACTORS OF IMPORTANCE IN THE 
TREATMENT OF EXOPHTHAL- 
MIC GOITER* 

WitLtarp OwEN THompson, M. D. 
CHICAGO 
INTRODUCTION 

It is the purpose of this paper to discuss 
changes which have occurred in the treatment 
of exophthalmie goiter since the introduction 
of iodine and to evaluate the réle of iodine and 
other factors. As our experience increases, the 
uses and limitations of iodine become more and 
more clear cut. Our observations will be dis- 
cussed under the following headings: 

1. The form in which iodine is admin- 

istered. 


*From the Department of Medicine, Rush Medical College, 
and the Presbyterian Hospital, Chicago. 

*Read before the Illinois State Medical Society at the Eighty- 
Second Annual Meeting Springfield, Illinois, May 18, 1932. 





December, 1932 


2. The effective dose of iodine. 
3. Medical versus surgical treatment. 
4. The preoperative and postoperative care. 


The Form in Which Iodine is Administered. 
In this country iodine is used mostly as Lugol’s 
solution. There is, however, no great advan- 
tage in this preparation. At the Massachusetts 
General Hospital in Boston Lerman and Means’ 
have clearly shown that potassium iodide when 
administered by mouth and ethyl iodide when 
inhaled, produce as much reduction in basal 
metabolic rate as Lugol’s solution (Chart 1) 
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Chart 1. A comparison of the effect on basal metab- 
olism in exophthalmic goiter in Boston of the daily ad- 
ministration of 0.36 gms. of potassium iodide (18 cases), 
2 cc. of ethyl iodide (24 cases),! 90 minims-of Lugol's 
solution (14 cases)!2 and 1 drop of Lugol’s solution (17 
cases).1°9 In each series the first point represents the 
average of the first metabolisms after admission to the 
hospital, the second point the avefage of the levels 
during rest, and the third point the average of the basal 
metabolism levels during the administration of iodine. 
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The points have been connected arbitrarily by curved 
lines as these represent the true course of the metabolism 
more nearly than straight lines. 


Neisser,> Loewy and Zondek,? Jagié and 
Spengler,* Cowell and Mellanby* and Wahl- 
berg® had previously demonstrated clinical 
improvement and reduction in basal metab- 
olism during the administration of potassium 
iodide. In Montreal, Fitzgerald’ has shown 
that hydriodic acid works as well as Lugol’s 
solution, and Rabinowitch® that iodized jeco- 
leic acid works as well. At the Peter Bent 
Brigham Hospital, Boston, Fulton and Alt® 
found that sajodin (calcium iodobehenate), 
Lugol’s solution and potassium iodide all 
produced about the same amount of reduction 
in the basal metabolism. The main thing, 
therefore, is to give iodine and the form in 
which it is administered is of little conse- 
quence. A saturated solution of either so- 
dium or potassium iodide has certain advan- 
tages because of the small dose required. 
The Effective Dose of Iodine. From Bos- 
ton, Thompson et al.'° have previously reported 
as much reduction in basal metabolism during 
the administration of 1 drop of Lugol’s solu- 
tion (roughly 6 mg. of iodine) daily as Starr, 
Segall and Means‘! had previously reported 
during the administration of 15 minims daily. 
In the same clinic, Lérman and Means’ re- 
cently observed the effect of administering 90 
minims daily to 14 patients with exophthalmic 
goiter. It is of interest that the reduction in 
these cases was almost the same as we had 
previously noted during the administration of 
1 drop daily to 17 patients. (Chart 1.) In Chi- 
cago, the effect of administering 6 mg. of iodine 
daily in the form of Lugol’s solution has re- 
cently been observed in 3 patients. In two there 
was a well marked reduction, and in one case 
no reduction. On the basis of these few obser- 
vations, it would appear that the minimum 
amount of iodine necessary to produce a maxi- 
mum reduction in basal metabolism is not much 
different in Chicago from that in Boston. 
Shaw and Middleton'* have noted well marked 
reduction during the administration of 1 minim 
of Lugol’s solution daily in Madison, Wiscon- 
sin. At any rate, it appears to be established 
that the doses of iodine commonly used in the 
treatment of exophthaimie goiter are larger 
than they need be. I see no reason to modify a 
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statement previously made," viz., that while the 
minimum amount of iodine that will always 
produce a maximum effect has not been deter- 
mined, it is doubtful if more than 5 mimims 
of Lugol’s solution daily is ever necessary for 
this purpose. 

The Medical Versus the Surgical Treatment 
of Exophthalmic Goiter. It is now generally 
agreed that in the great majority of cases, 
exophthalmic goiter is best treated by surgery. 
The chief use of iodine is, therefore, to prepare 
patients for operation. There are, however, 
two other uses: 1. As the only form of treat- 
ment in a few mild cases of the disease. 2. 
The treatment of mild thyrotoxicosis following 
a thyroidectomy. One of the main objects of 
treatment in exophthalmic goiter is to restore 
the basal metabolism to normal. In most cases 
this can not be accomplished by iodine alone, 
as a glance at carefully controlled data will 
show.’® In moderately severe and severe cases 
it is hopeless to expect to control the disease 
satisfactorily by iodine. In mild cases, how- 
ever, the basal metabolism can sometimes be 
reduced to the normal level and held there by 
the administration of iodine (Chart 2) until 
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the disease disappears." Patients in whom 
the metabolic rate is above plus 40 per cent 
before treatment can rarely be satisfactorily 
controlled in this way. Iodine should be used 
for this purpose, however, only by men who 
have had a long experience in the treatment 
of toxic goiter and only provided the condition 
of the patient is followed with frequent deter- 
minations of the basal metabolism. The chief 
difficulty has been that iodine has been used 
not too little, but too much and is often given 
for such long periods that by the time the 
patient is referred to a hospital for operation 
its beneficial effects have disappeared.*® 

In about 10 to 20 per cent of cases in many 
clinics the disease persists in spite of a sub- 
total thyroidectomy, frequently, but not always 
because of inadequate surgery’®. In such 
cases, it is the rule rather than the exception to 
be able to hold the metabolism depressed to a 
constant level at or near normal by the admin- 
istration of iodine (Chart 3). In the majority 
of cases in which there is a large amount of 
palpable tissue, the metabolism can usually not 
be reduced to a sufficiently low level. The 
best general rule in cases of post-operative 
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Chart 2. Mrs. E. K. Control of exophthalmic goiter during prolonged continuous treat- 


ment with iodine alone for seven months. 
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thyrotoxicosis is probably to try the effect. of 
iodine and resort to further surgery in all eases 
in which the metabolism can not be held within 
the normal limits (below plus 15 per cent)?*. If 
no further surgery is done, the disease usually 
lasts for years and the cooperation of the pa- 
tient in the treatment with iodine is very 
important. 
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the basal requirement. This means that to 
make patients gain weight before operation, 
it is usually necessary to administer from 
4000 to 5000 calories per day. A diet contain- 
ing so many calories will inevitably contain 
enough protein to replace some of what has 
been lost from the body. A gain in weight be- 
fore operation is a favorable prognostic sign, 
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Chart 3. Mr. R. F. Control of postoperative exophthalmic goiter during prolonged contin- 
uous treatment with iodine alone for seventeen ‘months. 


In most clinics roentgen-ray treatment is 
used very little, largely because it is considered 
less effective than surgery and is more pro- 
tracted. It would appear better to limit its 
use largely to patients who are poor risks for 
operation, as for example, those with post- 
operative thyrotoxicosis in whom there is a 
paralysis of one vocal cord and in whom the 
disease can not be controlled by iodine, and to 
patients who refuse operation and in whom the 
disease can not be controlled by iodine. 

THE IMMEDIATE PREOPERATIVE AND POST- 

OPERATIVE CARE 

The Diet. Exophthalmic goiter is a disease 
in which tissue is broken down at a rapid rate, 
so rapid that patients often lose weight in spite 
a large intake of food. It is reasonable to 
suppose that the prevention of this loss of 
weight is important. Sturgis,?° Boothby” 
and Clute and Mason** have shown that in 
order to accomplish this it is often neces- 
sary to give 100 per cent more calories than 


even if the basal metabolism shows little reduc- 
tion during the administration of iodine; but 
if it is coincident with a marked reduction in 
metabolism during the administration of iodine, 
the postoperative reaction will usually be mild. 
Four or five hours before operation a light 
carbohydrate meal containing a dose of iodine 
may be administered. If the patient vomits 
much after the operation, ten per cent. glu- 
cose should be administered subcutaneously 
and rectally by suitable methods in amounts 
sufficient to give the patient 3000 cc. of fluid 
in the first twenty-four hours following opera- 
tion. This not only supplies fluid, but helps to 
prevent the development of an acidosis. It is 
important that the patient should receive food 
of a high caloric value as soon as vomiting 
ceases, because the postoperative period is one 
in which there is a tremendous drain on the 
body reserves. ~ 

Rest. Kessel, Lieb and Hyman? showed con- 
clusively the marked beneficial effects of rest in 
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the treatment of the disease, and some reduc- 
tion in basal metabolism from rest alone has 
been shown by various workers.** In Chart 4 
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Chart 4. Miss M. K. Illustrating the importance of 
rest before operation in a case of exophthalmic goiter. 


are recorded the data on a patient illustrating 
the importance of rest before operation. Just 
after the administration of iodine had been, 
started it was necessary for this patient to re- 
turn home for one month. During this time 
iodine was continued. When she returned to 
the hospital, although she had gained weight, 
her metabolic rate was as high as it had been 
her pulse rate very rapid and 
emotional instability and loss of strength 
marked. Iodine was continued and with no 
change except rest in the hospital, the basal 
metabolism dropped from plus 67 per cent. to 
plus 20 per cent; her pulse from 136 to 80; 
and the emotional manifestations of the disease 
became less marked. With rest, she was con- 
verted from a poor operative risk into a 
satisfactory one. Many similar observations 
have led us to believe that it is wise to carry 
out all of the preoperative preparation of the 
patient in the hospital. If it is done at home, 
the two important factors of diet and rest 
ean not be adequately controlled. The more 
prolonged period of hospitalization before 
operation also allows the patient to become 
accustomed to the atmosphere of the hospital. 


initially, 
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Except in the presence of a crisis, cardiac de- 
compensation or an acute infection, it is not 
necessary that the patient be completely confined 
to bed. 

Selection of the Time and Type of Operation. 
The maximum reduction in basal metabolism 
during the administration of iodine occurs in 
from 7 to 8 days on the average.'* However, 
maximum reduction in metabolic rate does not 
usually coincide with maximum clinical im- 
provement. A patient has not completely 
recovered from the ill effects of pneumonia by 
the time his temperature is normal. The 
danger of delaying operation beyond the time 
of maximum reduction in basal metabolism 
has, in our opinion, been overemphasized. It 
is very rare that it is unwise to wait one week 
beyond this time, and, in the majority of cases, 
it is safe to wait from two to three weeks 
longer.*> During this time, the patient has an 
opportunity to gain weight, rest, and other- 
wise derive the benefits of the lowered meta- 
bolic rate. The cases in which any difficulty 
is liable to be encountered by delaying opera- 
tion a short time are the very severe cases, just 
the ones. which need rest most. 

It is unwise to operate when the metabolism 
is rising rapidly, whether iodine is being ad- 
ministered or not; and also if the metabolism 
is at a high level after the prolonged admin- 
istration of iodine*® In both types of case the 
patient is partially or completely refractory 
to iodine, and it is best to omit this medication 
for at least four weeks to allow this refractori- 
ness to disappear, and then readminister iodine 
before operation. We? have previously re- 
ported the case of a patient who was operated 
on after his metabolism had risen rapidly to 
a high level during a comparatively short 
period of iodine administration. He died of 
a thyroid crisis 40 hours after operation. On 
the other hand, we*® have also reported 
patients who had become refractory to iodine 
but who, after a period of omission of iodine, 
responded to it well again and had uneventful 
convalescences from their operations. Ab- 
sence of reduction in basal metabolism during 
the administration of iodine is, in our ex- 
perience, not necessarily a bad prognostic sign 
unless it is combined with marked emotional 
instability. 

The evidence available shows that ligation 
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of one or both superior thyroid arteries does 
not affect the basal metabolism to any great 
extent.*® Therefore, about the only possible 
réle of ligatioris at the present time is to test 
the ability of certain doubtful cases to with- 
stand operation. It should be done only rarely. 
There is some difference of opinion as to 
whether the strain of operation is diminished 
by doing only a hemithyroidectomy instead of 
a subtotal resection. Indeed Richter*® believes 
that the degree of postoperative reaction is to 
some extent dependent upon the amount of 
tissue left at operation. The majority of sur- 
geons, however, favor the idea that the less 
extensive the thyroidectomy, the less severe 
the postoperative reaction. At the Lahey Clinic 
it was possible to reduce the mortality mark- 
edly by doing the thyroidectomy in more than 
one stage in all cases in which there was any 
doubt about the ability of the patient to with- 
stand operation.*®° While such a _ procedure 


causes many needless operations, it has saved 
many lives in Lahey’s hands. There is much 
truth in Lahey’s idea that the time to decide 
how extensive the thyroidectomy should be is 
when the patient is first seen and the severity 
of the thyrotoxicosis determined.*! It appears 


certain that the time to decide this is not dur- 
ing the operation. I have seen operations 
halted because of a rising pulse rate, only to 
have the patients experience an uneventful 
convalescence. On the other hand, I have seen 
patients go through operation in a very satis- 
factory manner, only to die of an intense thy- 
roid reaction a short time afterward. A case 
in point is the one previously referred to as 
having died following operation performed 
when he was refractory to iodine.*’ The first 
time this patient was taken to the operating 
room his pulse rate rose to 160 and it was 
thought best not to carry out any operative 
procedures. A few days later a hemithyroid- 
ectomy was done and he appeared to stand the 
actual operative procedures fairly well. 

Two deaths which we have had recently in 
the Presbyterian Hospital illustrate this point. 

Miss D., 32, a 17 year old school girl, was first seen 
April 26, 1930, when her basal metabolism was plus 
51 per cent., her pulse 112 and her weight 48.9 kg. She 
persistently refused operation. On July 21, 1930, when 
her basal metabolism was plus 53 per cent., the ad- 


ministration of 5 drops of Lugol’s solution daily was 
begun. This produced a slight reduction in metabolic 
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rate to plus 37 per cent. by August 1, 1930. This drop 
was only temporary and on October 4 when her metab- 
olism was plus 57 per cent, she omitted iodine. Her 
metabolism quickly rose to plus 89 per cent. by October 
21. She finally consented to be operated upon. No- 
vember 8, just after admission to the hospital, her 
metabolic rate was plus 108 per cent. her pulse 125 
and her weight 51.4 kg. With rest and iodine her 
metabolism dropped to plus 32 per cent. by November 
24, her pulse to 71 but her weight also dropped 
slightly to 50.2 kg. A subtotal thyroidectomy was 
done November 28. In this patient emotional instability 
was marked, and although subdued by treatment, per- 
sisted up to the time of operation. She continued to 
move about somewhat erratically and to change from 
weeping to laughter on rather slight provocation. The 
patient having requested it, it was decided to proceed 
with operation without telling her. However, she sus- 
pected that the preliminary hypodermic injection of 
morphine meant that an operation was coming and 
she began to weep violently. She quieted down after 
we had talked to her, but wept a little more on arriving 
in the operating room. After the anesthesia was started, 
she quieted down again and her response to operation 
was excellent. At no time during operation did her 
pulse rate rise above 88. Yet she died 48 hours afterward 
of an intense thyroid reaction. 

The other case was that of a man of 50 who was 
started on iodine two and one half weeks before ad- 
mission to the hospital. His metabolism before iodine 
was administered was plus 46 per cent. and on October 
15, 1931, just after adinission to the hospital it was 
plus 33 per cent. Iodine was continued but his meta- 
bolism did not change significantly. His weight in- 
creased from 62.3 kg. to 64.7 kg. and the nervous 
manifestations of the disease diminished somewhat, but 
were still well marked. At the time of operation, so 
severe did his thyrotoxicosis seem to be that the possi- 
bility of doing a ligation to test his response was con- 
sidered. He took the anesthesia so well, however, that 
the surgeon decided to do a subtotal thyroidectomy, to 
which the patient’s response was apparently satisfactory. 
Nevertheless, he did poorly from the time he re- 
covered from the anesthetic, the outstanding abnormal- 
ities being restlessness, tachycardia, and irrationality. 
He died about 30 hours after operation of a thyroid 
crisis complicated by bronchopneumonia. It is, of course, 
very easy to see mistakes after they are made, but one 
is led to wonder whether death in both of these patients 
might not have been avoided by less extensive surgery. 


The severity of the postoperative reaction 
appears to be roughly proportional to the in- 
tensity of the nervous manifestations of the 
disease, and this possibly should be the single 
most important criterion in gauging the extent 
of a thyroidectomy. In any event, its extent 
should be determined by one who has eare- 
fully followed the response of the patient to 
treatment, and should only rarely be determined 
during the course of the operation. 
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The limitations of iodine are gradually be- 
coming apparent. While it represents a great 
advance, and we should not care to do without 
it, it must not be relied upon too greatly. 
Lahey™ has clearly pointed out how one may be 
led to do a complete thyroidectomy by a satis- 
factory response to iodine, only to have the 
patient die in intense thyroidism. Iodine has 
reduced the number of postoperative reactions, 
but it has not abolished them.*? Hence the 
patient should be given the benefit of every- 
thing that may contribute to a successful 
recovery from operation. 

The presence of auricular fibrillation without 
any evidence of heart failure is not necessarily 
a contraindication to a radical thyroidectomy, 
although it increases the risk of operation 
somewhat. In my opinion, it is regarded 
too seriously. Transient auricular fibrillation 
in the immediate postoperative period need not 
be taken very seriously in the absence of other 
untoward signs. Whether digitalis is of value 
in the treatment of the auricular fibrillation 
that accompanies thyrotoxicosis is still un- 
settled. Plummer** thinks it does harm, while 
others, e. g., Hurxthal** and Baker et al.** con- 
sider it of great value. 

The operation should result in the removal 
of an amount of tissue sufficient to reduce the 
basal metabolism to the standard normal level. 
In the majority of cases this is best accom- 
plished by removing as much as is consistent 
with preserving the integrity of the parathy- 
roid glands and recurrent laryngeal nerves. 
There is no doubt that the percentage of post- 
operative thyrotoxicosis depends to some extent 
upon the amount of tissue removed at opera- 
tion. However, we feel that this point of view 
may be carried to an extreme and think so- 
called complete thyroidectomies are both un- 
necessary and dangerous; nor is myxedema the 
goal of thyroid surgery. If the operation is 
properly done, a certain amount of persistence 
of the disease is unavoidable. The skill of the 
surgeon is important. It is only necessary to 
state that the best surgeons had a mortality 
as low as 1 per cent. before the days of iodine, 
while others commonly had a mortality as high 
as 10 per cent.*? 


Examination of the vocal cords should be 
made routinely before and after operation. 
While a paralysis is usually evident, in a few 
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eases only slight hoarseness is caused and the 
paralysis escapes recognition unless the larynx 
is examined. 


After operation, the patient should be care- 
fully followed for a long time. There are cer- 
tain facts which have been established to be of 
value in prognosis. If the basal metabolism is 
plus 15 per cent. or higher at the time of dis- 
charge from the hospital—roughly ten days 
after operation — and if the patient is receiv- 
ing iodine, it is probable that the disease is 
still present. On the other hand, a normal 
metabolism under these circumstances does 
not mean that the disease has been abolished. 
Exophthalmie goiter rarely recurs, but com- 
monly persists after operation. Therefore, if 
a patient has a normal metabolism for as long 
as a month when he is not taking iodine, it is 
unlikely that he will ever have the disease 
again. 

So far as is known, iodine acts only on the 
thyroid gland and is unable to affect the secre- 
tion after it leaves the gland. The only reason 
for giving it after operation is to control any 
thyrotoxicosis which may be produced by the 
remnant of the gland. It is, therefore, probably 
of little value except in those cases in which 
the disease has not been abolished by operation. 
Since it is impossible to distinguish such cases 
from others in the immediate postoperative 
period, iodine should be given until discharge 
from the hospital. Thereafter, it is indicated 
only for the control of postoperative thyrotoxi- 
cosis. Data previously published show that the 
administration of iodine following operation 
does not prevent the persistence of the 
disease.?® 


A small group of patients has previously 
been reported who were mildly thyrotoxie fol- 
lowing operation in spite of the presence of a 
normal basal metabolism, and who felt much 
improved when iodine was administered and 
the metabolism dropped to a_ subnormal 
level.*° However, while thyrotoxicosis may be 
present in spite of a normal basal metabolism, 
it is wise to make such a diagnosis only after 
very careful study of the patient. 


From what has been said, it seems fair to 
say that exophthalmic goiter is primarily a 
medical disease in which surgery should be 
regarded as an important incident, 
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SUMMARY 


1. The form in which iodine is administered 
in exophthalmiec goiter does not matter. 

2. The effective dose of iodine is much 
smaller than that ordinarily employed. 

3. Although iodine is very important, too 
much dependence must not be placed on it. 
It has reduced the number of deaths from 
postoperative crises but has not abolished them. 
Therefore, everything which is known to act 
favorably on the disease should be used to 
augment the effect of iodine, e.g., a high caloric 
diet and rest. 

4, The patient should be prepared for opera- 
tion in the hospital and not at home. 

5. Operation should never be performed 
when the metabolism is rising rapidly, whether 
iodine is being administered or not. 

6. Gain in weight and well marked reduc- 
tion in basal metabolism during the adminis- 
tration of iodine indicate that the postoperative 
reaction will probably be mild. 

7. One of the most important factors in de- 
termining the ability of the patient to with- 
stand a subtotal thyroidectomy appears to be 
the intensity of the nervous manifestations of 
the disease. 

8. In all doubtful cases, the operation should 
he done in at least two stages. 

9. The extent of the thyroidectomy should be 
determined by the initial severity of the disease 
and the response of the patient to treatment 
and only rarely by the pulse rate during opera- 
tion. 

10. Auricular fibrillation in the absence of 
other untoward signs is not a contraindication 
to a subtotal thyroidectomy. 

11. While the most important use of iodine 
is to prepare patients for operation, in a few 
mild eases it will control the disease indefi- 
nitely, and in many eases in which the disease 
persists following a subtotal thyroidectomy, 
it may be controlled by iodine until it dis- 
appears. 

700 North Michigan Avenue. 
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DISCUSSION 

Dr. Paul Starr, Chicago: I think that Dr. Thompson 
did a great deal by bringing out one fundamental fact, 
and that is that there is a quantitative element in the 
administration of iodine to hyperthyroid patients. Up 
until his definite work I think that there was a general 
feeling that iodine might have a drug action which was 
qualitative, but he has very definitely shown that there 
are quantitative limits and that there will be a definite 
failure of the disease to respond if the dose is minute 
enough. Of course, the average dose of Lugol’s solu- 
tion of 15 minims contains 125 milligrams of iodine, 
and he has shown that the effective dosage is within 
the range of a few milligrams—five or six, or even less. 

1 would like to ask him whether in his experience there 
may not be the converse of that quantitative relation — 
that is, in the extreme thyroid crisis, of which we have 
described two thermal types in which we gave nearly 
a gram or more of iodine, in other words 1000 or 1500 
milligrams, whether excessive amounts of iodine are 
not valuable. 

Dr. Frank Deneen, Bloomington: I am glad to hear 
Dr. Thompson speak of the use of iodine, and un- 
doubtedly it has been greatly over-rated. You must not 
forget that exophthalmic goiter, the same as toxic 
adenoma, varies from day to day; and that in giving 
iodine we are apt to give credit to iodine when the 
variations are simply due to the cause of the disease. 
We still have the postoperative crisis, although it is 
less common now than before the introduction of iodine, 


and we must not forget that in addition to iodine we 


are using much more glucose and fluid by mouth, by 
rectum, and intravenously. In using the glucose we must 
not forget that we are furnishing the body with an 
exogenous fuel instead of an endogenous fuel. 

In following the basal rate from day to day, and even 
at different times of the day, we will find that it will 
vary with the patient. We must not forget that if we 
put thyroid patients to bed, a large number of them 
will improve in the same way as when giving them 
iodine. By the use of an ice collar sometimes around the 
neck, an ice-pack over the heart, you will see the same 
response that we do to iodine. 

There is no doubt that we have gone to great extremes 
in giving iodine credit to which it was never entitled. 

When it comes to persistence of symptoms of exoph- 
thalinic goiter I think that practically all of them do 
have a persistence of symptoms, and that following 
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subtotal thyroidectomy of the exophthalmic type you 
get quieting down, and then in the course of a week to 
a few weeks there is an increase of symptoms again that 
tend to decrease even without the use of iodine; but on 
the whole there is a persistence of symptoms until all the 
gland is removed in the vast majority of exophthalmic 
cases. 

One must not forget that exophthalmic goiter probably 
is not one and the same disease as toxic adenoma, and 
you are more apt to have a thyrotoxicosis following 
operation upon an exophthalmic goiter than you are on 
toxic adenoma. 

Dr. Willard O. Thompson, Chicago: In regard to Dr. 
Starr’s question, it seems to me that there are no well 
controlled data available. There are statements in the 
literature to the effect that very large doses (90 to 100 
minims of Lugol’s solution daily) are sometimes effective 
when doses of the usual size (30 minims daily) are in- 
effective. I know of no such statement that is supported 
by adequate data. We have observed a few cases in 
which a dose of 6 mgms. of iodine daily did not produce 
a maximum reduction in basal metabolism, whereas 
larger doses did. The minimum dose that will always 
produce a maximum reduction in basal metabolism has 
not been determined. In my opinion, it is doubtful if it is 
ever more than 5 minims of Lugol’s solution daily, even 
in a thyroid crisis, although this is stated merely as a sug- 
gestion and not as an established fact. In a crisis, the 
physician may become desperate and do everything that 
might possibly be imagined to have an effect, including 
the administration of very large doses of iodine. If 
improvement occurs it is attributed to the large dose of 
iodine. 

I should like to call attention to the fact that Dr. 
Starr wrote an excellent paper on the course of ex- 
ophthalmic goiter during treatment with iodine, in which 
he illustrated certain important points about changes 
which occur during its prolonged administration. 

I should also like to point out that there is no question 
that iodine is of great value, and I trust that any state- 
ment I made about its ineffectiveness under certain cir- 
cumstances will not be misinterpreted. I was merely 
making a plea for a more precise definition of the effects 
of iodine and a realization of what it will not do as well 
as what it will do. This in no way detracts from its im- 
portance. I think that the introduction of iodine in the 
treatment of exophthalmic goiter is one of the most 
important therapeutic advances in recent times. 





TAKE NO CHANCES 


A jockey was suddenly taken ill, and the trainer ad- 
vised him to visit a doctor in the town. 

“He’ll put you right in a jiffy,” he said. 

The same evening he found Benjamin lying curled 
up in the stables, kicking his legs in agony. 

“Hello, Benny! Haven't you been to the doctor?” 

"es." 

“Well, didn’t he do you any good?” 

“T didn’t go in. When I got to his house there was 

brass plate on his door—‘Dr. Kurem. Ten to one’— 

wasn’t going to monkey with a long shot like that!” 
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MATERNAL MORTALITY AND 
COMMON SENSE 
Awnpy Hatt, M.D. 
State Health Director 
SPRINGFIELD, ILLINOIS 


To begin a crusade against crime by branding 
the clergy as high priests of evil and by de- 
claring that churches are a shelter for the al- 
tars of iniquity would hardly seem logical. 
Destroying public faith in preachers and the 
church by cleverly portraying as present-day 
faults the ecclesiastical sins of pre-Reformation 
days does not appeal to even that homeless 
wandering itinerant, the man in the street, as 
the best way to attack the sources from which 
crime springs. To pick out the isolated 
treasurers of churches and other religious or- 
ganizations who have defaulted and embezzled 
as the point upon which to center a campaign 
for economic reform has no profound appeal to 
reason. 

This, however, is exactly the position taken 
by Paul de Kruif concerning the health of 
mothers and the risks of maternity in an ar- 
ticle which appeared in the March 1932 issue 
of the ‘‘Zadies’ Home Journal’’. Although 
the ethical medical profession and our hospitals 
are the very best institutions we have for safe- 
guarding the health of mothers at the time of 
childbirth and in spite of the fact that they 
seek constantly to improve their art and to con- 
vert people to take advantage of the remarka- 
bly efficient facilities they have to offer, the 
article by de Kruif certainly promotes skep- 
ticism if not actual destruction of faith in the 
medical profession and hospitals so far as 
obstetries are concerned. Worse still, there is 
no statistical evidence, at least in Illinois, to 
support the statements upon which he bases his 
accusations and fears. 

Furthermore, child-bed fever, the subject of 
the de Kruif article, is a minor health risk 
under modern conditions in respect to ultimate 
consequences to mother, child and race com- 
pared with such things as syphilis, tubercu- 
losis and poor racial stock. All of these things 
are involved in reproduction and are sus- 
ceptible to a large degree of control. While 
child-bed fever, erroneously so-called in about 
one-half of the fatal cases, caused less than 200 
deaths in Illinois during 1930, over one-half 
of which had no relation to obstetrical care be- 
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cause they were preceded by abortion, tuber- 
culosis caused 1,402 among women of child 
bearing age (15 to 44 years inclusive) and left 
over 10,000 active cases alive among this group 
of women to spread the disease to children. 
Syphilis is certainly widely prevalent. This 
disease is present in a far greater number of 
mothers than child-bed fever ever attacks, and 
probably is the inciting cause of involuntary 
abortion in many instances. Here are two spe- 
cific problems of large magnitude and sus- 
ceptible to solution over which an able writer 
like de Kruif might profitably spend some 
thought and effort. 

Now for the statistics. De Kruif says: 

‘‘Even in our land, where child-bed fever is 
the worst medical scandal 

Well, in 1930, a typical year and the most 
recent for which detailed statistics are avail- 
able, there were 199 deaths in Illinois ascribed 
to child-bed fever or puerperal septicemia as 
this condition is technically called. Out of that 
number 107 or 54 per cent. were preceded by 
abortion which was admittedly self-induced in 
35 eases. Abortion not only creates the most 
favorable conditions for the onset of septicemia 
but usually requires medical procedures which 
increase far above normal delivery the risk of 
septicemia. Furthermore, a case of abortion 
has no more relation to obstetrics than does a 
ease of appendicitis or hernia. 

The other 92 of the 199 fatalities from 
puerperal septicemia in 1930 were scattered 
through 39 counties. Furthermore, the mother 
was attended at the time of childbirth by some- 
one not a physician in one out of each ten cases 
where septicemia resulted in death of mothers 
who went through the full term of gestation. 
After making allowance for all of these things 
the risk of fatal puerperal septicemia in Illinois 
in 1930 among patients attended by licensed 
physicians is reduced to 81 out of 129,937 
mothers who gave birth to living and 4,324 who 
gave birth to stillborn children, a matter of less 
than 1 per 1,600 cases of confinement. Mani- 
festly, human nature being what it is, the loss 
of 81 out of 134,261 mothers whose experiences 
involved the obstetrical services of some 7,500 
out of the 11,382 licensed physicians in Illinois 
could not by any stretch of the imagination be 
branded as a ‘‘medical scandal.’’ 

The Illinois statistics are not peculiar in 
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respect to abortion as a very great factor in 
deaths registered against puerperal septicemia. 
Miss Grace Abbott, chief of the United States 
Children’s Bureau, who of all people in the 
country would be most anxious to put her 
finger on the principal causes of child-bed fever, 
pointed out in an address delivered before a 
meeting of state and territorial health com- 
missioners at Washington, April 29, 1931, that: 

The study of maternal mortality made by 15 states 
and covering all the deaths from puerperal causes 
within 13 states for the two years 1927 and 1928, and 
within 2 states for the one year 1928 shows that of 
the 7,380 deaths due to strictly puerperal causes, abor- 
tions preceded 1,824, or 25 per cent. of the whole num- 
ber of deaths. Puerperal septicemia was the cause of 
1,324 or 73 per cent. of the 1,824 deaths following abor- 
tions. Seven hundred and ninety-four deaths followed 
induced abortions. Of this number 722, or 91 per cent. 
were due to puerperal septicemia. Forty-five per cent. 
of all deaths included in the study assigned to puerperal 
septicemia in the states and the years of the study 
were preceded by abortions, and induced abortions 
caused one-fourth of all the deaths assigned to 
puerperal septicemia. Clearly, the conclusions are that 
appreciation of the dangers of induced abortions would 
reduce by approximately one-fourth the total number 
of deaths (2,948) from puerperal septicemia. 


Again, de Kruif, in speaking of the splendid 
work and observations of Dr. J. B. DeLee, 


makes the following statement: 

‘In all the general hospitals he’s worked in 
he has seen child-bed fever. DeLee comes right 
out flat-footed telling of present disasters in 


general hospitals, whispered about among 
doctors, never heard of by us plain folks. In 
this class-A general hospital an outburst of 
child-bed fever with ten cases stricken, six 
gravely, three dying. In that one twenty cases 
—six dying. And so on all over.’’ 

The last statement is literally not true. Out- 
breaks of child-bed fever in general hospitals 
are not frequent nor do they occur ‘‘all over.’’ 
In the days of Semmelweis and of Oliver 
Wendell Holmes, on whom de Kruif leans 
heavily for his statements, and even somewhat 
later there might have been ample grounds for 
that statement but not today. Illinois statistics 
are clear and unequivocal on this point. Of the 
199 deaths charged against child-bed fever, 76 
occurred in Chicago and 123 down-State. 
Among those in Chicago 37 were preceded by 
abortion, a fact not only testified to on the 
death certificate but also by the name of the 
coroner who signed each of these 37 certificates. 
Four of the other 39 took place in homes, 1 on 
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the way to a hospital and 34 in 25 different 
hospitals. Nineteen of these hospitals had one 
death each and one of these twenty was the 
Chicago Lying-In Hospital, which de Kruif 
correctly held up as a model. Four of the hos- 
pitals had two each with no two in any hospital 
occurring within two months of each other. At 
the Cook County Hospital, which accepts only 
charity patients of whom a large percentage 
are colored and which has on its attending staff 
the ablest physicians in Chicago, there were 7. 
Four of these occurred at dates separated by 
more than a month each. Three occurred dur- 
ing the month of September. One of these 
three required an operation that opened up the 
whole abdomen and another of the three had 
an infection to which the puerperal septicemia 
might well have owed its beginning. The third 
involved a stillbirth, the certificate of which 
was signed by a physician who designated 
nephritis and hypertension as the cause of the 
stillbirth. Another physician signed the death 
certificate of the mother. Thus arises a ques- 
tion as to whether child-bed fever was involved 
at all in this third of the three September 
deaths attributed to puerperal septicemia. 
Certainly there was no ‘‘outburst’’ of puer- 
peral septicemia. Furthermore, no physician 
except a resident physician at the Cook County 
Hospital whose business is to handle emergen- 
cies signed more than one of the 34 certificates 
which relate to deaths that may be justifiably 
said to have involved child-bed fever and 
which occurred in hospitals. Thus in Chicago, 
where 68 per cent. of the births took place in 
hospitals, the evidence is clear that no ‘‘out- 
burst’’ of child-bed fever occurred in any 
hospital and no ‘‘medical scandal’’ enshrouded 
the experiences of motherhood. 

As for the 123 down-State deaths, 84 occurred 
in hospitals and 39 in homes. Of the 84 that 
took place in hospitals, 49 were preceded by 
abortion and 13 of the mothers among the other 
35 had given birth to children at home and had 
been removed to hospitals only after complica- 
tions developed. This leaves only 22 deaths 
attributed to puerperal septicemia which in- 
volved in any way the obstetrical services 
that was obtained in the hospitals. How many 
of the 22 maternity patients had developed 
complications before being removed to the hos- 
pitals for delivery could not be ascertained 
from the certificates. There were, however, 5 
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who required surgical operations and 7 others 
in whom there were complicating conditions 
other than septicemia and which may. have 
been important factors in bringing on septi- 
cemia. This reduces to 9 the number of deaths 
from septicemia which occurred among appar- 
ently uncomplicated maternity cases in down- 
State hospitals during 1930 and there were 
25,870 live births which occurred in down-State 
hospitals that year. This is a risk of a trifle 
more than 1 per 3,000 cases. 

The 84 deaths attributed to puerperal septi- 
eemia which occurred in down-State hospitals 
were distributed among 62 different hospitals. 
There were 42 hospitals which had one each 
including those preceded by abortion. There 
were 15 hospitals which reported two each but 
in 8 of these, one or both deaths were preceded 
by abortion and more than a month elapsed 
between the time of death of the two cases in 
each of the other seven hospitals. There were 
four hospitals, each of which reported 3 deaths 
from puerperal septicemia during 1930. All 
three deaths were preceded by abortion in two 
of these hospitals. One of the three deaths in 
another was preceded by abortion and the other 
two occurred several months apart. In the 
fourth hospital, two of the three deaths were 
of patients who had given birth to children and 
developed child-bed fever at home before re- 
moval to the hospital. Furthermore, these 
three deaths occurred respectively in February, 
August and November. 

In the homes of Illinois exclusive of Chicago 
there occurred 39 deaths among women attrib- 
uted to puerperal septicemia. But there were 
13 deaths from this cause in the down-State 
hospitals of women who had given birth to 
children in their homes before being removed 
to the hospitals. These 13 make a total of 52 
deaths chargeable to conditions which devel- 
oped in the homes and to which the hospital 
obstetrical facilities had no relation whatever. 
Among the 52 were 12 patients who had ex- 
perienced abortion, 2 who had suffered from 
miscarriage and 2 whose babies were stillborn. 
This reduces to 36 the number of deaths from 
septicemia among apparently uncomplicated 
maternity cases which involved home care of 
the mother at the time of birth. Since 45,984 
live births occurred in the homes the number of 
deaths was at the rate of about 1 per 1,278 
live births. However, there were two cases in 
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which the mother had no medical service so the 
risk of fatality where medical obstetrical serv- 
ice was concerned falls somewhat. In other 
words the risk of fatal child-bed fever among 
mothers whose babies were born in hospitals 
was less than one-half what it was among those 
who stayed at home for this important event. 

As in the Chicago experience, only one down- 
State physician, exclusive of coroners, signed 
more than one certificate of death on which 
puerperal septicemia was designated as a 
factor. This physician signed two. The fatal 
condition of one of these two patients was 
preceded by a miscarriage which involved an 
infection independent of the septicemia. 

In the light of these data it seems clear that 
no ‘‘outburst’’ of child-bed fever occurred in 
any hospital in Illinois during 1930 although 
65,340 births took place in the hospitals of the 
State in that year. Nor was 1930 an excep- 
tional year. This is shown by an analysis of the 
statistics for a period of five years for the 
seven cities of Chicago, Decatur, Evanston, 
Oak Park, Peoria, Rockford and Springfield 
where practically 70 per cent. of all births 
occur in hospitals. In these cities where an 
aggregate of 350,895 births occurred during 
the five years of 1926-1930, the deaths attrib- 
uted to child-bed fever, including those pre- 
ceded by abortion, were at the rate of 2.2 per 
1,000 live births. In the State exclusive of 
these cities where an aggregate of 313,108 took 
place during the five year period, 72 per cent. 
of which occurred in the homes, the death rate 
from child-bed fever was exactly the same, 2.2 
per 1,000 live births. This completely absolves 
hospitals as incubators of child-bed fever. 

Again, de Kruif says: 

“Tf they all—like Semmelweis—cared down 
deep, about these mothers dying. Then there’d 
be no excuse, no alibi.’’ 

No physician enjoys signing a death eertifi- 
cate, least of all one that might cast reflection 
upon his professional efficiency or skill. If for 
no other reason, selfishness pure and undefiled, 
drives him for the sake of a livelihood to do all 
that he can to prevent a death. There are 
11,382 physicians (1930 figures) licensed to 
practice medicine in Illinois and it seems rea- 
sonable to estimate that two thirds of these, 
or about 7,500, practice obstetrics. These 
physicians have officiated at the births of over 
1,300,000 babies during the last ten years. In 
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that time 3,254 deaths (these are the figures of 
the federal bureau of the census, which are al- 
ways liberal) were ascribed to puerperal 
septicemia. According to the 1930 analysis 
one-half of these were preceded by abortion. 
Thus ordinary obstetrical service could not 
have been involved in more than 1,627 deaths 
from puerperal septicemia in ten years. That 
gives an average of less than 1 death, where 
obstetrics might have been involved, from puer- 
peral sepsis in ten years for each 4 physicians. 
In 1930 there was only one death from puer- 
peral sepsis which involved ordinary obstetrics, 
ineluding difficult labor, for each 81 physicians 
who practice in Illinois. At the rate which has 
prevailed during the last decade in Illinois it 
would take nearly 25 years for child-bed fever 
to cause enough deaths to average 1 per prac- 
ticing physician in the State even when those 
which are preceded by abortion are included in 
the calculation. 

But, says de Kruif: 

‘‘Of course, the great mass of our mothers 
are lucky; They have their babies at home.”’ 

That statement is far from the truth so far 
as the mothers in Illinois are concerned. In 
1930, for example, 65,340 of the 129,937 live 
births reported in Illinois occurred in hospitals 
against 64,597 in homes. In Chicago, 68 per 
cent. of the births occurred in hospitals in that 
year. In six leading down-State cities an 
aggregate of 84 per cent. of the births oc- 
curred in hospitals in that year. The main 
factor which determines whether or not a 
majority of births take place in hospitals seems 
to be the availability of hospital facilities. In 
Oak Park and Evanston, for example, over 97 
per cent. of all births occur in hospitals. In 
Rockford, 82 per cent. of all births occur in the 
hospitals; in Springfield, 75 per cent.; Chicago 
and Peoria, 68 per cent.; Decatur, 64 per cent. 
Furthermore, as shown above, the death rate 
in down-State hospitals in Illinois from child- 
bed fever which involved the hospital obstetri- 
eal facilities was about one-half what it was in 
the homes. 

Another statement by de Kruif is: 

so that child-bed fever kills one out 

of eighteen of all married women dying be- 
tween ages fifteen and forty-four.’’ 

That statement is not true for Illinois. An 
analysis of the death certificates for 1930 shows 
that 5,171 married women, ages 15 to 44 years 
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inclusive, died in that year. Of these, 176 or 
one in every twenty-nine deaths were ascribed 
to puerperal septicemia. This ratio is given 
on the basis of all deaths ascribed to puerperal 
septicemia, including those that were preceded 
by abortion. When those involving abortion 
are eliminated. only about 1 out of each 60 
deaths among married women between 15 and 
44 years of age results from child-bed fever. 

Finally, de Kruif points to Dr. G, C. Thorn- 
ton of Lebanon, Kentucky, as a physician apart 
because, 

“<In twenty-seven years he’s not had a single 
death from child-bed fever,’’ 
although engaged in general practice. Dr. 
Thornton is to be commended highly for this 
record but it is by no means an unusual record. 
It was pointed out above that if equally divided 
among all physicians in Illinois the deaths 
ascribed to puerperal septicemia would not 
average more than one per physician in twenty- 
five years, even when those deaths that are 
preceded by abortion are included. Since 
some physicians have wider practice than others 
it follows that some would experience a larger 
percentage of the losses from puerperal septi- 
cemia than others. Thus many general practi- 
tioners doubtless have gone through a full, long 
life of medical practice without ever facing the 
unhappy duty of signing a certificate with 
puerperal septicemia designated as the cause 
of death. 


Furthermore, de Kruif in holding up as a 
blot against the medical profession of Kentucky 
the reported loss of 308 women from puerperal 
septicemia fervently regrets, concerning the 
report, that: 


‘‘When it gave the deaths, if it had just 
given the names of the doctors who had at- 
tended those 308 cases, ‘Then we’d know where 
to begin work,’ said Thornton.”’ 


In the first place it is probable that fully 
one-half of these cases were either preceded by 
abortion or were attended at the time of birth 
by a mid-wife or neighbor. In the second place 
every death certificate is very carefully scru- 
tinized and studied by the state public health 
authorities. No physician or other practitioner 
of obstetrics could be involved in any signifi- 
cant number of deaths from puerperal 
septicemia without attracting the attention of 
the public health authorities to that fact. No 
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community and no hospital could for very long 
be the place of an excessive death rate from 
puerperal septicemia without attracting the 
attention of the health authorities. 

After eliminating abortion, about twenty- 
five per cent. of which is self induced and a 
goodly percentage of the remainder of which 
results from such preventable and controllable 
infections as syphilis, it is clear that the danger 
from child-bed fever is far less than the risk 
of death encountered in tuberculosis. It is 
safer for a mother to have a baby than it is for 
her to drive around in an automobile. Having 
a baby under the eare of a reliable physician 
and in any reasonably well managed general 
hospital is safer for the mother, so far as child- 
bed fever is concerned, than the risk of fatal 
accident. The risk of being murdered with 
malice aforethought is greater for the woman 
of child bearing age (15-44 years inclusive) 
than is the risk of child-bed fever when abor- 
tion is excluded. After eliminating these 
cases in which abortion was involved, puerperal 
septicemia caused 92 deaths in Illinois during 
1930. Homicide was charged with 108 and 
accidents with 258 deaths among women of 
child bearing age in that same year. Of these 
accidents, 216 were due to automobile mishaps. 

‘‘Whispering,’’ campaigns against doctors 
who sign certificates with puerperal septicemia 
specified as the cause of death is suggested by 
de Kruif. His plan needs neither emphasis nor 
stimulation in order to bring about adoption. 
The doctor who stoops to criminal abortion is 
usually a better known character than many 
practitioners of untarnished integrity. The 
doctor who sees in a five dollar bill the 
symptoms of a cold which requires a prescrip- 
tion for whiskey as an offset to serious 
complications needs no radio broadcasting fa- 
cilities as an advertising medium. In like 
manner the other attributes of skill and in- 
tegrity which attach to the character of phy- 
sicians are communicated. 

Every sane person deplores the loss of a 
mother’s life, especially at a time when the 
welfare of a child depends upon it. When the 
loss results from a preventable cause, the event 
is doubly grievous. This fact, however, is no 
logical reason for laying at the door of the 
delivery room all blame for mortality attrib- 
uted in statistical tables to puerperal septi- 
cemia. It is more than probable that neglect 
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(either innocent or willful) on the part of 
prospective mothers in the employment of 
medical skill and hospital facilities during the 
prenatal period results in a great many more 
child-birth complications and disasters than 
does incompetent medical and hospital obstet- 
rical service. 

It is a strange thing that many intelligent 
people, both within and outside the medical 
profession, seize upon the notion that the 
United States has the highest’ maternal death 
rate in the world and shout from the house- 
tops their implicit faith and belief in that 
statement. The gross statistical tables indicate 
that the statement is true. An analysis of all 
the factors involved in computing the statistics 
shows that it is not true. It is one thing to run 
through a column of numerals set opposite a 
list of various causes of death. It is quite 
another to examine one by one the certificates 
of death and to bring into the picture the 
various factors and circumstances involved in 
each death. The two methods frequently lead 
to surprisingly different conclusions. 





PIONEERING IN FINANCIAL 
PROPHYLAXIS* 
Tuomas P. Forey, M. D. 
CHICAGO 

Rarely are practitioners of medicine as in- 
dividuals or medical societies as organizations 
considered as having acute business instinct or 
business sense. When, as individuals or as 
organizations, they publicly discuss a problem 
of ordinary interest to all citizens the reaction 
has been that their earning power has been 
curtailed or imperiled or that their profes- 
sional fields have been invaded. 

Far seeing medical men entered a protest 
against the removal of the barriers by Congress 
on July 3, 1930, when it amended the World 
War Veterans’ Act of June 7, 1924, opening 
government hospitals to all veterans for acute 
medical and surgical conditions not service 
connected, ‘‘Big Business’’ felt so safely en- 
trenched that the protest was disregarded. But, 
when, on February 11, 1932, General Frank T. 
Hines appeared before the Sub-Committee of 
the Committee on Appropriations asking an 
appropriation of $1,000,399,527 for the Vet- 
erans’ Administration for the fiscal year of 


*Read before the Livingston County Medical Society at 
Pontiac, Oct. 20, 1932. 
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1933, ‘‘ Big Business’’ took on a mantle of civic 
virtue because by that time all felt the depres- 
sion and began to be interested in what the 
Illinois State Medical Society, an organization 
of 7,000 citizens of the State of Illinois, who 
are physicians, had been protesting against for 
over two years. 

Articles on the expenditure of public funds 
by the Veterans’ Administration began to ap- 
pear in the daily press and in various of the 
lay magazines. Two of the outstanding articles 
are those of Robert J. McManus in Current 
History for April, 1932, entitled ‘‘ Billions for 
Veterans’’ and one by Former Governor Alfred 
E. Smith in the Saturday Evening Post for 
September 17, 1932, entitled ‘‘Veterans and 
Tax Payers.’’ 

In May of 1932 there was formed the Na- 
tional Economy League to study government 
expenditures with a view to retrenchment in 
the spirit of economy to relieve the great tax 
burden of the common citizenry. The caliber 
of this movement is shown by its personnel 
which enlists the good offices of such substan- 
tial Americans as Ex-president Calvin Coolidge 
and Former Governor Alfred E. Smith. 


In the comments and remarks which follow 
in this paper excerpts will be used from various 


articles on the subject. The only other au- 
thority quoted will be the reports of the Vet- 
erans’ Bureau for the year ending June 30, 
1930, and the report for the period ended 
June 30, 1931, when all activities were em- 
bodied under the Veterans’ Administration. 
The statements of General Frank T. Hines be- 
fore the Sub-Committee of the Committee on 
Appropriations will also be used. These state- 
ments were made before this Committee of the 
Seventy-second Congress on February 11, 
1932. 

To quote Governor Smith, ‘‘It is only when 
we run into a period of terrible depression and 
financial difficulty, when the burden of taxa- 
tion means something to the people, that they 
begin to consider some of the things to which 
in the past they paid no attention whatever.’’ 
Good, therefore, may come out of the economic 
vale we occupy at this time, if the taxpayers 
see and understand a needless government bur- 
den. 

Credit for the pioneer effort in attempting 
to direct public attention to these vast ex- 
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penditures, which directly cause high taxes, 
belongs to the Illinois State Medical Society. 
With a view to bringing this condition to the 
attention of its own members and through them 
to the public throughout the state, the Council 
of that society in January of 1931 at East St. 
Louis adopted a resolution authorizing the or- 
ganization of a committee to be known as a 
Contact Committee with The American Legion. 
The object in organizing this Committee was 
to establish and maintain amicable relations 
with The American Legion and to assist that 
organization, if possible, in the complete re- 
habilitation of ex-servicemen with service con- 
nected disabilities. This action of the State 
Council was confirmed by the House of Dele- 
gates at the annual meeting in East St. Louis 
in May of 1931. 

The basis of the organization of the Contact 
Committee was in each of the component Coun- 
ty organizations. The officers of each County 
Society were requested to either appoint or 
have their societies elect one of their members 
as their county representative. 

These County Chairmen were to act in the 
dissemination of information not only to their 
medical organizations but also to aid in the 
edueation of the laity in their counties, par- 
ticularly the ex-servicemen. 

The Council Committee met in Chicago in 
Mareh, 1932, and after much discussion and 
careful consideration decided to submit to the 
IIouse of Delegates at the annual (1932) meet- 
ing at Springfield a set of resolutions on the 
subject and also to hold a Veterans’ Dinner 
during the annual meeting. 

The dinner was held as scheduled, was well 
attended, and addressed by representatives of 
the Veterans’ Administration, Dr. H. II. 
Shoulders of Nashville, and the Honorable 
Osear Carlstrom, the Attorney General of the 
State. 

The Resolution was presented to the House 
of Delegates and was adopted. It reads as fol- 
lows: 

WHEREAS, The Illinois State Medical Society 
heartily endorsed the efforts of veterans’ or- 
ganizations to provide adequate government 
hospital facilities for all service connected cases 
with the object of accomplishing, as far as pos- 
sible, their complete rehabilitation, and 

WHEREAS, The Illinois State Medical Society 
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is in accord with ‘‘the first sentence of Section 
202 (10) of the World War Veterans’ Act of 
1924, ‘as amended, authorizing the hospitaliza- 
tion of honorably discharged veterans of speci- 
fied wars who are suffering from tuberculosis, 
neuropsychiatric diseases and certain named 
general conditions regardless of the origin of 
such disabilities,’’ and 

WHEREAS, The Illinois State Medical Society 
interprets ‘‘the second sentence of Section 202 
(10) authorizing the hospitalization, insofar 
as existing facilities permit, of veterans of 
any war not dishonorably discharged, without 
regard to the nature or origin of the disabil- 
ity’’ to be in spirit the authorization for the 
occupancy of the existing beds not occupied by 
service connected cases or the specific cases 
mentioned in the first sentence of Section 202 
(10) in the hospital facilities estimated for 
these classes. The Society does not interpret 
this sentence to mean the enlarging of hospital 
facilities to meet the demand arising out of 
this legislation, and 

WHEREAS, It is the opinion of the Illinois 
State Medical Society that under the present 
law danger exists to the life and recovery in 
acute medical and surgical cases in their trans- 
portation to Veterans’ Hospitals from local 
communities where competent medical care and 
adequate hospital facilities are available, and 

WHEREAS, The Annual Report of the Admin- 
istrator for Veterans’ Affairs for the year 
ended June 30, 1931, states on page 6 ‘‘it ap- 
pears that additional hospital facilities will 
not be required to meet the future demands of 
either the service connected cases as a whole of 
the tuberculous type of patient,’’ and 

WHEREAS, In the same report it is stated on 
page 22 ‘‘upon completion of the construction 
authorized by the Act of Congress on March 4, 
1931, there will be available in government 
hospitals, exclusive of the beds normally re- 
quired for members in the national soldiers’ 
homes, a total of over 45,000 beds or a number 
sufficient to accommodate both the service con- 
nected and non-service connected loads through 
the year 1935,’’ therefore be it 

RESOLVED, That the Illinois State Medical 
Society, representing 7,500 physicians in the 
state of Illinois, opposes the unlimited expan- 
sion of government hospital facilities beyond 
that necessary to provide hospitalization for 
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the classes of disabled ex-service men specified 
in the first two paragraphs of this Resolution, 
he it further } 

RESOLVED, That a copy of this Resolution be 
forwarded to the State Officers of The Ameri- 
can Legion, the Disabled Veterans’ Association, 
the Veterans of Foreign Wars and to the of- 
ficers of the component county societies of the 
Illinois State Medical Society, and be it further 

RESOLVED, That a copy of this Resolution be 
forwarded to the Senators and all Represen- 
tatives from the State of Illinois in Congress 
so they may be conversant with the views of 
the Illinois State Medical Society on this im- 
portant question. 

There is some justice, scant though it may 
be, in the hospitalization of those cases men- 
tioned in the first sentence of Section 202 (10), 
although it would seem that the beneficiaries 
under this clause should be of the class receiv- 
ing the other necessities of life at publie cost. 

The basis for the figures which will be used 
from this point on are taken from the Annual 
Reports of the Veterans’ Bureau for 1930 and 
the Veterans’ Administration for 1931, and the 
statements of General Frank T. Hines as given 
to the Sub-Committee on Appropriations on 
February 11, 1932, as issued by the Superin- 
tendent of Documents. 

General Hines stated the total disbursements 
to the veterans of all wars and their depend- 
ants to December 31, 1931, had been $14,950,- 
448,158. Of this total $6,177,306,150 had been 
disbursed to the veterans of the World War, 
their dependents and their beneficiaries. Of 
this amount, however, $947,003,581 was avail- 
able because of the deductions for allotments 
from the pay of World War Veterans in serv- 
ice and premiums on insurance, so the net pay- 
ment of the Federal Government to the World 
War Veterans, their dependents and beneficiar- 
ies was $5,230,302,569. This amount is about 
one-fifth of the cost of the war to the United 
States. 

Since March 3, 1919, eight general acts of 
Congress have authorized the expenditure of 
$113,327,000 for new hospitals, domiciliary 
homes and outpatient facilities. Of this amount 
$97,450,000 has been appropriated. During this 
period there has been appropriated $9,425,000 
in addition. As of December 31, 1931, it has 
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been estimated that all hospitals and homes 
represent $150,000,000. 

The number of patients in the hospitals on 
December 31, 1931, was 43,225. Tuberculous 
patients numbered 7,296, neuropsychiatric 18,- 
839 and general medical and surgical 16,000. 
In the outpatients departments there were 850,- 
269 and the number of physical examinations 
for the year were 2,148,532. 

On July 2, 1926, an amendment was passed 
to the World War Veterans’ Act authorizing 
the payment of $50 a month to veterans who 
had had tuberculosis which had reached a con- 
dition of complete arrest. Quoting General 
Hines: ‘‘The greater number of these cases 
would have been rated prior to the passage of 
this amendatory legislation with a disability of 
less than ten per cent. and consequently not 
eligible for compensation.’’ Of this type of 
cases on December 31, 1931, there were 43,038 
each receiving the statutory award of $50 a 
month or $2,151,900 each month. 

On May 24, 1928, an act was approved for 
the retirement of emergeney officers of the 
Army, Navy and Marine Corps, who incurred 
physical disability in line of duty during the 
World War. This act provided that a perma- 
nent disability of not less than thirty per cent. 
entitled the emergency officer to retirement pay 
at the rate of 75 per cent. of the pay to which 
he was entitled at the time of his discharge 
from the commissioned service. On December 
31, 1931, a total of 13,120 applicants for bene- 
fits had filed claims under this act. Of this 
number 6,928 had been retired with pay, 5,- 
235 had been disallowed and 950 had been 
retired without pay. Payments under this 
amendment are now being made in the approx- 
imate amount of $1,000,000 a month. 

On July 3, 1930, an amendment was passed 
to the World War Veterans’ Act, providing for 
the payment of a Disability Allowance to vet- 
erans of the World War for disabling medical 
and surgical conditions of at least twenty per 
eent. not incurred in line of duty and not 
service connected. The answer to this act was 
the filing of 715,399 applications for benefits 
up to December 31, 1931. Of these applications 
641,333 have been adjucated and 326,495 are 
receiving payments under the provisions of the 
amendment. These payments now aggregate 
$6,000,000 a month. 
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Disbursements for compensation, emergency 
officers’ retirement pay and disability allow. 
ance during the fiscal year of 1931 reached 
a monthly average in excess of $21,000,000. 
Through December 31, 1931, an aggregate total 
of $2,048,730,392 had been distributed for 
these purposes and the total monthly payments 
were in excess of $26,000,000. 

Monthly payments of compensation benefits 
to World War Veterans have increased approx- 
imately $16,000,000 per month since the pass- 
age of the World War Veterans’ Act of June 
7, 1924. There is an increase of almost two 
hundred per cent. and to quote General Hines: 
‘*the greater part is traceable to the liberaliza- 
tion of the benefits granted under the original 
act.”’ 

A current survey of the construction pro- 
gram showed that in 1933 there will be in op- 
eration a total average of 63,141 hospital and 
domiciliary beds in Veterans’ Administration 
hospitals and homes. 

The combined activities of the Veterans’ Ad- 
ministration makes the issuance of 1,400,000 
checks necessary each month and these checks 
represent the expenditure of $60,500,000 each 
month. 

The per diem cost for hospitalization in 
neuropsychiatric cases is $2.69, general medical 
and surgical cases $4.34 and tuberculous eases 
$5.19 or an average cost of $4.07, a yearly av- 
erage of $1,485.55 a case per patient. The cost 
of professional service for each patient is given 
as $151.56 a year. 

Where financial prophylaxis is in order is 
in the consideration of the second sentence of 
Section 202 (10) of the Veterans’ Act. This is 
the section which authorizes the admission of 
ex-servicemen to government hospitals for gen- 
eral medical and surgical conditions not serv- 
ice connected. This sentence does contain 
the expression ‘‘when existing facilities per- 
mit.’’ In the report for the year ended June 
30, 1931, the last report available at this time, 
the following appears: ‘‘the general medical 
and surgical cases admitted to hospitals under 
thie second sentence of the said section have in- 
creased rapidly and during this year formed 
approximately seventy-nine per cent. of the 
admissions for disabilities not determined to be 
of service origin.’’ 

On page 6 of the same report we find ‘‘in 
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the matter of hospitalization the new adminis- 
tration, like its predecessor, the former Vet- 
erans’ Bureau, experienced difficulty in ful- 
filling all the demands for Government hospital 
facilities due to the constantly increasing pres- 
sure for hospitalization that is being exerted 
by the veterans with disabilities not attribut- 
able to military service.’’ 

Also on page 6 of the same report we read: 
‘‘since June of 1924, when hospitalization was 
first authorized for the veterans of all wars 
without regard to the origin of their disabili- 
ties, the patient load for the non-service con- 
nected cases has increased until it now forms 
54.27 per cent. of the total, an increase of ap- 
proximately eight per cent. since June, 1930. 
This marked increase is further reflected in the 
analysis of admissions to all hospitals during 
the year which shows that over three-fourths 
of the total were of the non-service connected 
class. ’’ 

Continuing the same report says: ‘‘if it is 
to be the policy of our government to furnish 
hospitalization to all veterans of all wars 
whether their disabilities are due to service or 
otherwise, and such appears likely in view of 
the action of the last Congress which specifical- 
ly authorized for the first time the acquisition 
of facilities for the veterans of all wars, then 
the existing and authorized government facili- 
ties will have to be materially increased to 
meet future demands.”’ 

Again quoting ‘‘most of the present pressure 
for hospital accommodations is being exerted 
by veterans suffering from general diseases or 
conditions, which also will be true in the future, 
due to the increase in the number and 
frequeney of diseases and conditions of this 
type which come with advancing years.’’ 

In the same report on page 4 we read: ‘‘it 
appears that additional hospital facilities will 
not be required to meet the future demands of 
either the service connected cases as a whole or 
the tuberculous type of patient.’’ 

From the quotations you have heard taken 
from the report of the Administrator of Vet- 
erans’ Affairs does it not seem reasonable and 
logical in the effort to reduce government ex- 
penses and thereby lcwer taxes that the tax- 
payers of the country should be acquainted 
with these facts? It seems reasonable to feel 
that when the taxpayers are acquainted with 


AUSTIN A. HAYDEN 


537 


these facts they will protest against the un- 
limited building and maintaining of govern- 
ment hospitals to care for surgical and medical 
cases in no way connected with military serv- 
ice and which are the natural sequence in the 
advancing years of the ex-servicemen. 

The voters of every Congressional District 
should have an expression of opinion from the 
candidates desiring to represent them in Con- 
gress and the people of the State should know 
the attitude of the candidates for the Senate 
and the Congressmen at Large. 

On page 22 of the report ended June 30, 
1931, it is stated ‘‘upon completion of the con- 
struction authorized by the act of March 4, 
1931, there will be available in Government hos- 
pitals, exclusive of the beds normally required 
for members in national soldiers’ homes, a 
total of over 45,000 beds or a number sufficient 
to accommodate both the estimated service con- 
nected and non-service connected loads through 
the year 1935.”’ 

Unless the brakes are applied to this build- 
ing, hospitalization and payments a bureau 
which now uses from twenty to twenty-five per 
cent. of the government budget will continue 
to increase until the present enormous cost 
seems small by comparison. 

The financial prophylaxis is in the hands of 
the voters. Now that a dollar means real money 
to the majority of the people, the American 
voter may begin to think before he votes. He 
may send as his representative to the various 
taxing bodies real representatives who have in 
their minds the needs of all the people of their 
districts and not the one who votes as expe- 
diency and not as his conscience dictates. 


. AGRANULOCYTOSIS* 
Austin A. Haypen, M.D. 
CHICAGO 

I want to begin this presentation with the 
frank statement that what I have to say is based 
on an experience of twenty-two cases, and the 
slides are taken from Dr. Doane’s monograph. 
The term agranulocytosis, as given in the pro- 
gram, is of course a broad picture. The term 
agranulocytic angina, as has very often been 
pointed out, is not a properly descriptive term 
for the condition we are going to discuss, due to 
the fact that angina is not always present, as 





*Read before Section on Eye, Ear, Nose and Throat, Mlinois 
State Medical Society, Springfield, May 18, 1932. 
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I shall show in one of the cases I am going to 
report in detail, and perhaps is only an inci- 
dental occurrence. The term ‘‘malignophema”’ 


is perhaps better. 
To begin with, I shall give in detail four 


cases out of this twenty-two which present some 


things that are of particular interest. 

The first was seen three years ago in consultation 
with Dr. Deno O’Connor at Mercy Hospital. I saw 
her first on the postmortem table. I had been called in 
the morning with the advice ‘that a woman was very 
ill with a sore throat. There was no obstruction in 
breathing. I got there in the afternoon, and by that 
time death had occurred. The reason I mention this 
case is the fact that she had had done the same things 
that ordinarily would be done for a sore throat, for an 
ulcerated pharynx, before our attention was called to 
the clinical picture of this disease—the granulation cells 
of the white blood cells. The point this case emphasizes 
is the fact that in any sort of ulcerative sore throat, any 
ulcerative lesion of the mouth not very amenable to 
treatment, not only should smears be taken but the 
blood count should be taken, and if the white cells are 
below 5,000 a differential count must immediately be 
made. 

The second case is a very interesting one, and a sad 
one to me, as it concerned the wife of a fellow 
practitioner in Chicago. This woman went with her 
husband down to Culver a year ago in August and was 


perfectly well to all appearances—made the drive from 
Chicago and to all appearance was in good health; I 


saw her that afternoon. That night she had a very 
severe chill. The temperature rose to 104 degrees, she 
had nausea, vomiting, and was very sick. The doctor 
had difficulty in getting her home. However, she felt 
better. He called me because he suspected, on account 
of the swelling of the glands of the neck and some 
tenderness in the sinus, a maxillary sinus involvement. 
Three weeks before that she had had an ulcerated tooth, 
a first molar, removed from the left upper jaw. This 
wound had healed well. The doctor, however, criticized 
the dentist for having sutured the tooth cavity. He 
thought some infection might have been locked up which 
should have been treated. 

The maxillary antra were perfectly clear; on the 
side of the neck there was some glandular involvement ; 
the nose was clear. She had an ulcerative lesion on the 
left tonsil, no swelling, no difficulty with breathing. 
She was very sick, but the mentality was perfect. The 
temperature was 104. We made a white blood count 
and found she had only 8,000 white blood cells, and on 
differential count, no polymorphonuclears. We also 
made a smear from the throat and found Klebs- 
Loeffler bacillis, and thought the disappearance of the 
white blood cells might be due to the diphtheria 
bacillis, and that this might be an agranulocytosis that 
might be amenable to treatment. But in spite of the fact 
that repeated transfusions were given, and enormous 
does of antitoxin were given intravenously and in- 
tramuscularly, within forty-two hours from the initial 
attack she was dead. 
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The third case is one which I am particularly anxious 
to report to you. It concerns a man of 43, a railroad 
employee, who was brought into St. Joseph's Hospita! 
by one of the attending men, whom I was asked'to see. 
He had a sore throat, edema of the soft palate, and 
gave a history of not feeling well for the past three 
months; he tired very easily. The white blood count 
was below 1,000, and the polymorphonuclears very low 
in number. He was given transfusions four times and 
under great pressure, and—I am ashamed of this part 
of the report—we were induced to attempt to remove the 
ulcerated tonsils. He died on the table before anything 


had been done to the throat—from the anesthesia. 
The last case I want to report is a case that got well. 
It concerns a woman of 67 years of age who was 
brought to St. Joseph’s Hospial for the relief of sciatic 
pain, diagnosed as true sciatica. The attending phy- 
sician made a nerve dissection freeing some adhesions 
he said were present. She had suffered from chronic 
arthritis and from this sciatica for many years, On 


admission before operation no differential count was 
made, but the total white count was 6,000. The wound 


in the region of the sciatic nerve healed completely 
except at one end, where an area about the size of a 


finger nail remained open. Around this were some 
blisters and ulceration. When these developed a second 


white count was made ten days after the first, which 
showed 8,000, with no polymorphonuclear cells. Dr. 
Voight, the physician in charge of this case, used 
turpentine injections intramuscularly, 2 cm. at intervals 
of four days each. The patient remained in the hos- 
pital all told for six weeks and now has a count of 
5,000 white blood cells with 40 per cent. polymorphon- 
uclears. 


The last case I wish to ask Dr. Novak’s per- 
mission to inelude in this report. It is his ease, 
which I saw with him, and these are the only 
two out of the twenty-two I have seen, that are 
alive now. I do not know that they are well 
entirely, but they are not dead. 


These clinical notes bring up some very in- 
teresting things in regard to the recent ad- 
vances in the study of diseases of the blood. 
Quoting from Doane’s work, it seems to be no 
longer enough to take one white blood cell 
count; neither does it seem to be sufficient to 
take a single red blood cell count, because 
Bushnell and Bangs have shown that an aver- 
age white blood cell count of 10,675, based on 
about twenty differential counts at different 
hours of the day at three hour intervals, will 
show a variation of 4,800, almost 100 per cent. 
and that the red blood cells will show a similar 
variation. In other words, an average blood 
count of 5,589,500 will show a change of 68,200, 
with the hemoglobin varying about 1 per cent. 
for every 2 per cent. of variation in the cells; 
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the hemoglobin varies very much less than the 
total cell count. 

The first slide shows a series of twenty cases, 
showing just the thing, the range at three hour 
periods in the blood counts. A chronic osteo- 
myelitis varied 1,400 to 2,800, and so on, with 
chronic leukemia showing the least, lobar pneu- 
monia showed exactly 100 per cent. variation. 

This slide shows the variation in the white 
blood count taken at fifteen minute intervals, 
four to the hour. In the case with lobar pneu- 
monia there is a very distinct peak at the half- 
hour period in each of three hour counts, so 
Doane concludes from this chart that there is a 
variation in formation of white blood cells 
from the blood forming organisms into the 
blood stream. The same relationship is shown 
in the red blood cells, with the difference in 
hemoglobin and cells just as I have already 
stated; the minimum of 3,600 and the maxi- 
mum 38,800, with a percentage range of about 
one to two. 

The next is a pretty long chart. I want to 
direct your attention to the first two columns. 
These show the polymorphonuclear cells and 
the myelocytes, the predecessors of the poly- 
morphonuclears from the bone marrow. These 
counts are made from bone marrow. You will 
note this normal case, which died from an acci- 
dent, and note the very close relation between 
the maturation of normal polymorphonuclears 
and the antecedent myelocele. A considerable 
amount of work has been done with sodium 
nucleinate. The objection to its use is the fact 
that while it gives a secondary leukocytosis— 
large in this case, 100,000—it is preceded by a 
leukopenia which is of course a very objection- 
able thing. If that leukopenia could be elim- 
inated from the reaction the sodium nucleinate 
would appear to be an ideal drug in these cases. 
The same thing is found to be true in radiation 
of the long bones and bones of the chest. 

This drop in the white blood cells following 
sodium nucleinate injection is not a real 
leukopenia, because the white blood cells for the 
first two or three hours after the injection of 
sodium nucleinate are still in the body, but 
they are located in the spleen instead of in the 
blood stream. In the first case there was a total 
white blood count of 7,000, and after it was in- 
jected, a decrease to 6,000, which is not as 
marked as in the second case, in which the 
number of 18 and 8 appears with 64 per cent. 
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against 16 in the second, and 66 against 19 for 
the myelocytes in the first. If a splenectomy 
is done during this leukocytic period after the 
nucleinate has been injected, the splenectomy 
is in the center here, the nucleinete is injected 
here, and you get away from this first depres- 
sion stage in the production of white blood 
cells. In other words, the function of the 
spleen in this case is to hold the white blood 
cells in its parenchyma, and they are raised 
perhaps by the action of adrenalin of the body, 
and the leukocytosis appears after that action 
has taken place. In any event a leukocytosis 
can be caused by injection of adrenalin. It is 
very interesing to note that during this leuko- 
penia following sodium nucleinate the spleen 
itself increases in volume. The increase is main- 
tained during the period of increased leuko- 
penia. 

Just to show very rapidly the formation of 
the cellular elements of the blood, the leuko- 
eytes come from connective tissue, from nerve 
roots, possibly from the spleen and possibly 
from some other organs. In regard to the 
formation of leukocytes, I have not all the data 
here, but it is more or less an established fact 
that these cells come from lymphocytic tissue. 
From that the young lymphocytes and mature 
lymphocytes proceed, then the old lympho- 
cytes. The red blood cells I think proceed 
entirely from the bone marrow. The rest of 
these slides show the accepted theory that all 
of the granulocytes are born in the bone marrow 
proceeding somewhat in the same way as the 
lymphocytes, all being mobile down to the 
non-mobile leukocytes which appear as smears. 

It would appear from a clinical standpoint 
that sodium nucleotide rather than sodium 
nucleinate is the logical thing to use in these 
agranulocytosis cases; that the stimulation to 
leukocytosis that is given by x-ray, small doses 
over the bone marrow, is of doubtful value on 
account of the fact that it is preceded by leuko- 
penia and is apt to lead to aplasia of the bone 
marrow; any sort of surgery on these cases, 
with the exception of blood transfusions, is a 
very hazardous thing to attempt; the most 
common symptoms complained of are loss of 
pep, loss of energy, a general feeling of being 
under par physically ; one of the cases that had 
had antiluetic treatment and much arsenic 
showed a high degree—that may be a contrib- 
uting. factor, And the last conclusion I have 
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to offer, which will save you a great deal of 
chagrin, is the fact that a blood count should 
be made and a differential blood count on any 
ease that presents an ulcerative lesion of the 
mouth or that is not getting on well. Differ- 
ential counts are of extreme importance under 
any circumstances. 


DISCUSSION 


Dr. J. P. Simonds, Chicago: Advances in medicine 
are made in various ways. When a new disease is dis- 
covered or an old disease is recognized many workers 
begin investigating it and our knowledge of its etiology, 
pathogenesis, etc., grows rapidly. Agranulocytosis is 
such a disease which has only recently come into 
prominence. Its high mortality rate and its spectacular 
clinical and hematologic pictures have stimulated wide- 
spread interest in its study. As a result, we are already 
in a fair way to an understanding of it. 

In considering any disease of the blood affecting the 
red cells or the granular leucocytes we should look 
upon the bone marrow as a functioning organ which 
dischargés its products, blood cells and platelets, into 
the blood stream. It differs from other organs in that 
its parenchymatous cells are not grouped together in 
one mass inside a single capsule, but are scattered 
widely in different parts of the body, i. e., within a bony 
shell that serves as a sort of capsule. We are familiar 
with the fact that injurious agents can affect other 
organs of the body in a selective manner. They can 
also affect the bone marrow in a similar manner. Some- 
times it is the erythrocyte producing part of the bone 
marrow that is most seriously damaged, and we have 
an anemia; sometimes the megakaryocytes, which are 
responsible for blood platelets, have their functional 
activity disrupted, with the result that we have a 
thrombocytopenia, with resultant purpura and diseases 
of that type. We should not be surprised, therefore, 
to find that certain injurious agents affect specifically 
and selectively those functions of the bone marrow 
concerned with the production of the granular leuco- 
cytes. In the bone marrow we are dealing with an 
organ which has at least three separate functions. There 
are three groups of cells, erythroblasts, myeloblasts and 
megakaryocytes, anyone of which may be selectively 
damaged by injurious agents—toxic or infectious. 

All of the cases of agranulocytosis which I have 
studied have had a severe infection somewhere in the 
body, not necessarily in the throat. One case had an 
infection which started in the throat, but extended 
down into the bronchi as an extensive ulcerative 
process—pharyngitis, laryngitis, tracheitis and bron- 
chitis. In other cases ulcerations were limited entirely 
to the intestines. There are two possible explanations 
as to how apparently the same microorganism will in- 
duce in one individual an agranulocytosis and in 
another a leucocytosis. Two strains of the same micro- 
organism may vary in toxin-forming power and one 
may be selectively injurious to the granulocyte-produc- 
ing portion of the bone marrow. Or the patient may 
show special susceptibility, a sort of idiosyncracy, to the 
toxic or infectious agent, and the particular weak spot 
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may be in that part of the bone marrow concerned in 
producing polymorphonuclear leucocytes. I think that 
agranulocytosis is due to the selective action of some 
infection upon the myeloid tissue of the bone marrow. 

Dr. Austin A. Hayden, Chicago (closing): I have 
nothing to add especially, except to thank the gentle- 
men for discussing the condition, and to add to the con- 
clusions which I gave that transfusion is always to 
be done repeatedly, and with properly typed blood of 
course. 


COMPLICATIONS OF THE PUERPERIUM 
E. C. McGinz, M.D. 
EVANSTON, ILL. 

The subject assigned to me for discussion 
this evening is the complications of the puer- 
perium. As I understand it, you ladies and 
gentlemen do not want a text-book exposition 
of the subject. You ean all get that by reading 
your DeLee, Williams or whatever text you 
prefer. I understand that I am to discuss com- 
plications of the puerperium as they occur 
in our hospital with a brief resume of what we 
do about them. I hope that in your discussion 
of this paper you may have suggestions to 
make that may help all of us. 

I have roughly divided my subject into two 
sections. 

First: the complications developing in the 
uterus and its associated organs. 

Second: the complications developing in the 
breasts. 

A third section dealing with the complica- 
tions involving other organs or systems can not 
he considered tonight because of lack of time. 

One of the more common complications de- 
veloping in the uterus is the post partum 
hemorrhage. This may occur on the delivery 
table immediately after the delivery of the 
baby or after the delivery of the placenta. It 
may oceur any time in the first hour or two 
after delivery. If it oeeurs later than that it 
is usually due to retained placental parts. 

If the hemorrhage occurs after the delivery 
of the baby and by palpation the body of the 
uterus is firmly contracted about the placenta, 
one must suspect a bleeding from some point 
below the uterine body. Especially if there 
has been an operative delivery-forceps or ver- 
sion and extraction-one must look for a torn 
cervix or tear in the lower uterine segment, 
a tear of the vagina or tear involving the ves- 
tibular bulb, particularly if there are varicose 





*Read before Evanston Branch, Chicago Medical Society, 
May 5, 1932, 
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veins in the vagina and vulva. The patient 
is given a general anesthetic and 0.5ce pitui- 
trin intramuscularily, is put up in stirrups, 
and retractors are placed in the vagina. The 
cord and attached clamp are put up on the 
abdomen and a tailed pack is inserted in the 
cervix to hold membranes and cord out of the 
way. If the bleeding is below the uterus it can 
he now located. If it seems to come from the 
uterus, the cervix is grasped by long handled 
sponge forceps and traction put upon them. 
Then, by changing the position of first one 
and then the other sponge holder, the cervix 
can be inspected and tears found and repaired. 

One must be careful, of course, not to in- 
clude gauze or placenta or membranes in the 
suture. Sometimes, if the repair seems diffi- 
cult with the placenta in place, a clamp put 
on the bleeding point may be left till the 
placenta is extruded and then the repair can 
be completed. The placenta having been de- 
livered, an intramuscular injection of ernutin 
or some other good ergot preparation is given. 
If the bleeding continues and examination of the 
lower segment shows no tear, the uterus is firm- 
ly packed. The bleeding is controlled. 

We have spoken of the more unusual type 
of post partum hemorrhage. The more usual 
type is simply due to relaxation of the uterine 
musculature allowing the large venous sinuses 
to pour out their blood. The treatment of this 
type of hemorrhage is first, the prophylaxis of 
refraining from Crede expression unless ne- 
cessary and of closely watching all patients 
for at least two hours after delivery. If the 
uterus relaxes, massage it and give intramus- 
cular injections of pituitrin and ergot. By 
watching a patient is meant not merely in- 
specting the pad for blood but also feeling the 
uterus. 

The patient, however, may need some at- 
tention before this. Stopping the bleeding is 
just one part of saving the patient. If ever 
one needs plenty of trained help in a delivery 
room, it is during a post partum hemorrhage 
and immediately afterward. Never is one more 
grateful for the well equipped hospital. A 
tremendous amount of blood can be lost in a 
very short time. Unless one is watchful, much 
more blood may balloon up the uterus or run 
down into the waste receptacle than one thinks, 
Time is most important. Things must be 
ready. Stimulants may be given as needed. 
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Usually, if the patient’s condition is not bad, 
it is good policy to stop the bleeding before 
giving an_intravenous injection just as one 
would stop the leak in a pail before increasing 
the pressure in the pail by adding more fluid 
to its contents. Don’t wait too long. A pulse 
may be fairly strong at one time and two min- 
utes later be thready and scarcely perceptible. 
Better judge the time for the intravenous by 
the amount and rapidity of the blood loss than 
by the condition of the pulse alone. An assist- 
ant may introduce the intravenous needle and 
begin the administration of Ringer’s solution 
while the bleeding is being controlled, thus 
often avoiding shock. The patient and pro- 
spective donors can be typed and a complete 
transfusion set in operation in our modern 
hospitals in a very short time. If the donors 
are in the hospital, such a transfusion can be 
done within half an hour of the recognition 
for its need. We must rely on the intravenous 
Ringer’s solution for immediate replacement 
of fluids and in severe hemorrhage transfuse 
as soon as possible. We do many more trans- 
fusions throughout the hospital now than we 
did five years ago. The typing and matching 
of blood has been greatly simplified and the 
technique of transfusion easily mastered. 

In a moderate hemorrhage, of course, the 
patient may quickly supply plasma and blood 
cells to make up the loss and so suffer no great 
immediate inconvenience or have any future 
disability. 

In a more severe hemorrhage, plasma is 
poured into the blood stream as quickly as 
the body can supply it and if the hemorrhage 
is not too great, the blood volume may be back 
near normal in a few days but of course the 
blood stream has been greatly diluted. The 
blood cells do not form nearly as rapidly as 
the plasma. We have a secondary anemia, a 
lowered resistance to infection, a tired, listless 
mother, perhaps a long convalescence. 

In the most severe type of hemorrhage, while 
the body may pour in its plasma, there is not 
enough volume to sustain circulation. Fluids 
must be given at once, of course, but whether 
this type of patient lives or dies depends not 
only on the supplying fluid but also on the 
supplying of plasma and of blood cells. 

I remember years ago a patient who showed 
symptoms of hemorrhage to the extent of 
alarming the interne so that he called me on 
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the phone. Her pad showed no great amount 
of blood. When instructed to feel the uterus, 
he returned to the phone in a minute to say 
that it was ballooned up. Massaging expelled 
a startling amount of blood. We immediately 
packed her and gave her ergot. I packed that 
uterus because I knew that another hemor- 
rhage would kill her. We gave her fluids by 
hypodermoclysis and gave her stimulants. She 
improved but remained very pallid. Her blood 
count was below 2,000,000 R.B.C. and her 
hemoglobin was below 50%. 

She later developed phlegmasia alba dolens 
first in one leg and then in the other. She 
never fully recovered. That case taught me 
something. A patient that has lost a great 
amount of blood needs two things badly. First, 
give her fluids quickly to keep up the pressure 
in the arteries and veins; give her heart some- 
thing to work with; keep what blood she has 
circulating so that it may carry oxygen to the 
tissues and prevent thrombosis due to stasis. 
Second, transfuse such a patient as soon as 
possible. 

A blood transfusion shortens the convales- 
cence and raises the resistance in the case of 
many complications 


moderate hemorrhage ; 
due to slowing circulation and infection are 
avoided. In the severe hemorrhage the trans- 


fusion is an immediate life saver. A small 
transfusion of 300ce is probably safer than a 
large transfusion at first. Another may be 
given the following day using the same donor. 
If another donor is used the recipient’s blood 
must be again matched with the donor for it 
seems that the first transfusion may have 
changed the matching. 

Another of the complications developing in 
the uterus and its associated organs is infec- 
tion. 

Infections have been classified under the two 
heads of autogenous and heterogenous infec- 
tions. Some men claim that there is no such 
thing as an autogenous puerperal infection. 
These men are mistaken. We have all seen 
eases of infected joints associated with gonor- 
rhea. We have seen infected heart valves as- 
sociated with tonsillar infection. We have seen 
osteomyelitis in children develop following a 
trauma to the bone. The trauma localized the 
sit2 of invasion of bacteria that had entered 
the blood stream from some other point of 
entry in the body; the so-called focus of in- 
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fection. A puerperal uterus is a large open 
discharging wound. It may be infected by 
bacteria reaching it via the blood from some 
focus of infection in the body. Prophylaxis 
consists in cleaning up all such foci to the 
best of our ability during the prenatal period. 

While we know that autogenous infection 
does occur, we do not use it as a refuge. We 
feel very badly and examine ourselves and our 
environment very closely when we have a puer- 
peral infection. 

When the infection reaches the uterus, the 
prognosis depends upon the type of infecting 
organism. A saprophytic infection with foul 
smelling lochia has of course a better prognosis 
than the streptococcus infection with the thin 
watery irritating discharge. Whether the 
patient gets well or not when a streptococcus 
infection is present, depends on the balance be- 
tween the virulence of the streptococcus and 
the resistance of the patient rather than on any 
treatment that we can give. We help all we 
can. We elevate the head of the bed to permit 
gravity to aid in walling in the pelvis an ex- 
tension of infection through the uterine wall 
and tubes. We give no enemata. We keep the 
uterus contracted by the use of ergot. We keep 
an ice cap on the lower abdomen and above all 
we make no vaginal examinations. We palpate 
the lower abdomen very tenderly if at all. Here 
again we use blood transfusion and lately by 
the use of a new machine brought to us by one 
of our staff we can give a continuous venaclysis 
of fluids—glucose, Ringer’s, ete. 

A patient with a streptococcus infection of 
the uterus of a virulent type may develop a 
bacteriemia; may develop metastatic bacteri- 
emia from infected clots of blood; may develop 
secondary foci in brain, eye, lungs, joints, but 
before this happens the patient is usually ex- 
tremely toxic. The streptococcus is a fast work- 
ing organism. I remember one case that rapidly 
grew worse. I was called in consultation with 
one of my confreres. The patient complained 
of pain in the left shoulder. She was breath- 
ing very rapidly and was cyanotic. Her 
abdomen was not tender nor was it at all rigid. 
We made a diagnosis, because of some findings 
in the chest, of a pulmonary embolism com- 
plicating a puerperal infection. The patient 
died. At autopsy she had some emboli in the 
lungs but she had died of a streptococcus 
peritonitis. That pain in the shoulder was 
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caused by the inflammation of the under side 
of the diaphragm. She died of peritonitis with- 
out tenderness or rigidity of the abdomen. That 
is rather characteristic of streptococcus peri- 
tonitis. It may very quickly overwhelm a 
patient. 

One must be on guard constantly as to his 
technique and must also protect as much as 
possible the parturient from contact with 
persons with sore throats, infected fingers, and 
from other patients with vaginal discharge. At 
one time, a patient with a discharge was in- 
advertently put in a ward with two clean cases. 
The patient with the discharge went home well, 
immune to her own organisms. Both clean cases 
developed a streptococcus hemolyticus puer- 
peral infection. One of them as I just stated, 
died of a streptococcus peritonitis. The other 
finally recovered after about eight weeks. 

We gave the second patient a blood trans- 
fusion of typed and matched blood from her 
sister. The patient had a fever at the time of 
the transfusion. Within half an hour her eye- 
lids swelled and she began to erupt large 
urticarial wheals. We gave her some adrenalin 
by hypo which quickly controlled the reaction. 
I have known of some other cases of reaction 
oceurring in well-typed and matched blood 
transfusions when the recipient had a fever. 
This same patient developed an erysipelas on 
the back from her scapulae down to her knees. 
I gave her an injection of erysipelas serum on 
two occasions, and then painted the erysipelas 
area with 95% phenol. The phenol was washed 
off with a big cotton swab saturated with 
aleohol as soon as the skin began to turn white 
from the phenol. The following day the erysipe- 
las was much improved. Her temperature 
dropped to practically normal and her con- 
valescence from then on was uneventful. I give 
credit to the prayers of the sisters at the hos- 
pital for curing this patient. However, in the 
past, I have often used the pure phenol on 
erysipelas. It relieves pain and, to my mind, 
quickly controls the disease. I think nearly 
everyone has his own pet treatment for ery- 
sipelas. 

Another type of infection occasionally met 
with is the gonococcus infection flaring up after 
delivery. This may involve the uterus or it may 
seem to be limited to the tubes. 

Any of these infections may form an abscess 
in the cul de sac or an abscess in the broad 
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ligament. They may be drained through the 
vagina. Occasionally an abscess may develop 
in the iliac region and can be opened and 
drained through the abdomen after the abscess 
is well adherent to the abdominal wall so the 
general peritoneal cavity is not entered. Never 
go in on any of these streptococcus infections 
later with the idea of freeing adhesions and re- 
lieving pain. Streptococci lie latent in these 
adhesions for years and flare up an acute 
streptococcus peritonitis when operated on. 

Now we will consider briefly the complica- 
tions developing in the breasts. 

Simple engorgement of the breast may occur 
on or about the third day. The breast is sore 
and hard and hot, sometimes mottled in color, 
and the nipple often flattened. No fever 
present. There may not be much milk in the 
breast. It is engorged with blood and lymph. 
We give a saline cathartic, reduce fluids, use a 
tight binder, and occasionally an ice cap. If 
for any reason a mother is not nursing her 
baby and we wish to dry up the breast we use 
much the same treatment. We do not massage 
these breasts. If pain is a problem, a sedative 
is given. 

A caked breast, so-called, is a breast with en- 
gorgement of some part of it. This engorge- 
ment may be partly due to some occlusion of 
the milk ducts. This condition seems to be re- 
lieved by gentle massage or perhaps better yet, 
they are let alone. 

We have considerable trouble at certain sea- 
sons of the year with cracked nipples. It seems 
to me that we may consider a cracked nipple as 
being very similar to a chapped and cracked 
lip. We have tried various lotions and oint- 
ments with varying success. The treatment that 
seems most successful is to dry the nipple care- 
fully and apply 10% to 20% silver nitrate 
solution to the crack. Then apply an ointment. 
The baby is not put to this breast for 24 to 48 
hours. The breast is emptied by an Abt electric 
pump every eight hours and the milk given to 
the baby. Great care as to asepsis is necessary. 

Inverted nipples are a source of worry. The 
degree of our success in treatment depends upon 
the amount of inversion and the vigor of the 
baby. A vigorous baby can often pull out a 
partially inverted nipple. A weak baby and a 
badly inverted nipple make a bad combination. 
Something can be done during pregnancy in 
the way of correcting partly inverted nipples. 
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The patient is taught how to gently evert the 
nipple night and morning and she is encouraged 
to wear a shield over the nipple part of the 
time to prevent the nipple being pushed back 
by the clothing. Tight brassieresare interdicted. 
In the hospital, a partly inverted nipple may 
be everted by using the breast pump for a 
brief period before putting the baby to breast. 

If the baby is weak or the nipple badly in- 
verted, we stop the baby nursing and use the 
electric breast pump. We give the baby breast 
milk with complementary feeding as needed. 
After a few days with the electric breast pump, 
we often find that the yield of milk becomes less 
and less until the baby is dependent entirely 
upon artificial feeding. Care must be taken 
with the use of the pump in these cases, so that 
the nipple does not become sore and the breast 
infected. 

An infected breast can best be avoided by 
great cleanliness and gentleness in the care of 
the nipple and breast. An infecting organism 
and a portal of entry are, of course, the cause 
of mastitis. The infecting organism is usually 
one of the staphylococci or streptococci. The 
portal of entry may be a cracked nipple or an 
injury most anywhere in the breast. When it 
is first recognized by fever, redness, swelling 
and pain, one trys to abort the infection and 
prevent abscess formation. The breast is put 
at rest, no nursing, firm binder applied, and ice 
caps are placed on the breast. If the infection 
goes on to suppuration, it should be incised 
early, a finger introduced into the wound, all 
septa between pus sacs broken down and a rub- 
ber or gauze pack put in. 

Just how effective the ordinary boric acid 
wash of the nipple may be is open to question. 
The applicator with boric acid applied to the 
nipple before and after nursing does not, to my 
mind, furnish much in the way of an antisep- 
tic. As a substitute, I suspect that a mild 
Dakin’s solution may be effective without being 
irritating to the nipple. 

636 Church Street. 

Staff St. Francis Hospital, Evanston, Ill. 
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TREATMENT OF POST OPERATIVE 
ILEUS WITH SPINAL ANALGESIA 
GaRLAND G. Brown, M.D. 

CHICAGO 

There are numerous reports in literature 
stating the good results of spinal and of splanch- 
nic anesthesia in paralytic ileus. It is common 
knowledge that spinal anesthesia causes violent 
peristaltic action in the human. This action 
begins in about fifteen minutes after the injec- 
tion and gradually wears off within a few days. 

This can be explained in that the splanchnic 
(sympathetic) system comes from the thoraco- 
lumbar region while the parasympathetic sys- 
tem comes from the cranial and sacral regions. 
It is known that these two systems are physio- 
logically antagonistic and they are normally in 
balance to each corresponding segment of the 
bowel. The splanchnic is the depressor of the 
bowel (smooth muscle and glandular secretions) 
while the parasympathetic is the stimulator 
(pressor). 

Since in postoperative ileus we get an over- 
function of the splanchnic system, it is quite 
desirable to numb the paralyzer so to speak. It 
is easy to visualize how spinal anesthesia or 
analgesia inhibits the undesirable over-function 
of the splanchnic and how this allows the ecranio- 
sacral system to over-function by releasing the 
latter’s check rein. The cranio-sacral system 
escapes the procaine. I think we may say from 
clinical observation this over-function of the 
cranio-sacrals continues on for several days 
even in small doses of procaine intraspinally. 
This sustained action accounts for the relief in 
paralytic ileus. 

A word about paralytic ileus here. Trauma 
at operation, and the absorption of toxins from 
peritonitis, and the absorption of toxins from 
within the bowel lumen, as is seen in paralytic 
ileus, cause a reflex action with an over-function 
of the sympathetic system and a corresponding 
diminished function of the parasympathetic 
system. This bowel paralyzing action is at first 
protective and is to stop leakage and also to 
aid in the formation of adhesions. The over- 
function of sympathetics also brings more blood 
to the field to help fight off the toxin. This 
process should be complete in postoperative 
eases in three or four days, due to the rapidity 
with which the peritoneum heals. But nature 
overdoes its work as usual until a paralytic ileus 
develops and a vicous cycle is established. The 
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toxin now developed in the small bowel, due to: 


stagnation, reverse peristalsis and abnormal 
secretions cause further reflex irritation of the 
splanchnic system. 

Do not all of us endeavor to re-establish the 
balance of the sympathetic-parasympathetic 
systems on the fourth postoperative day with 
pituitrin, eserine and enemas when there is a 
threatening ileus? I believe that in cases where 
we are getting only slight results from pituitrin, 
ete. and the patient is in danger of death from 
paralytic ileus, it is rational to give one-half to 
three-fifths the anesthetic dose of procaine in- 
traspinally, if this can be done without very 
much danger to the patient. The chief danger 
is in the fall in blood pressure. In small doses 
this fall is only slight and can be controlled 
by giving intravenous saline or glucose at the 
same time as the spinal is given. This numbing 
of the splanchnics with procaine was far su- 
perior to pituitrin and eserine and enemas in 
relieving symptoms of paralytic ileus in the 
three cases that I am reporting. 

Splanchnic analgesia would probably give the 
same results as spinal but the technique is more 
difficult and likewise more dangerous. 

Everyone has seen good results from spinal 
in desperate cases of paralytic ileus. We have 
seen good results in ileus from enterostomy 
done under spinal, while the results from en- 
terostomy done under gas, ether or local are 
not very good. Why do an enterostomy with 
its resulting trauma of the bowel when the 
same results can be obtained from a duodenal 
tube passed through the nose into the small 
bowel without any trauma? 

Procaine intraspinally should be the anes- 
thetic of choice in cases where we expect to 
encounter paralytic ileus, such as in the aged, 
the debilitated and in peritonitis. When it is 
used in border line cases small doses should be 
given (100 milligrams of procaine hydrochlo- 
ride or less) and supplemented with gas or 
ether. The fall in blood pressure is proportional 
to the size of the dosage of procaine. Most of 
this can be controlled by intravenous glucose. 

Trauma and infection are the chief offenders 
in causing reflex splanchnic. paralysis of the 
bowel. Therefore, careful selection of the anes- 
thetic is necessary, the vicera must be handled 
with care and aseptic technique must be main- 
tained. We should use extremely sharp knives 
and make quick cuts. Crushing of tissue is to 
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be avoided. In contrast, one must remember 
that a bullet penetrating tissue causes no pain 
—if the same went in slowly it would cause 
severe pain. This quick cutting with sharp 
knives is not intended to mean hurried surgery. 
Procaine should be used to anesthetize the meso 
and vicera where possible before cutting and 
especially before crushing tissue. 


CASE REPORTS 


Case 1. Mrs. C. M., aged 48 years, Chicago. On 
December 19, 1930, she was admitted with a ruptured, 
abscessed appendix with an ileus. An appendectomy 
was performed a few hours after admission under spinal 
anesthesia. At operation many adhesions were found 
around the small bowel and the cecum. Several ounces 
of pus were aspirated from pockets. The wound was 
drained. She received glucose and saline every eight 
to twelve hours. In this patient the symptoms of ileus 
cleared and she looked well for three days after the 
operation. But probably from the trauma of surgery 
and toxemia from the peritonitis, the symptoms of 
paralytic ileus returned on the fourth postoperative day 
and on the fifth day she appeared to be in a hopeless 
state. She was now toxic, dehydrated (in spite of 
intravenous) and had fecal vomiting. There were no 
results from enemas. 60 milligrams of procaine hydro- 
chloride was given at this time intraspinally and in 
four hours her bowels moved, without enema, and all 
signs and symptoms of paralytic ileus cleared rapidly 
and patient was discharged January 7, 1931. Today she 
is in good health. 

Case 2. Master G. B., aged 4 years, Niles, Illinois. 
On November 8, 1930, was admitted and at operation 
a ruptured, gangrenous appendix was removed. A dif- 
fuse purulent exudate covered the entire bowel and 
peritoneum. There was a striking absence of adhesions. 

He received normal saline by hyperdermoclysis every 
eight to twelve hours, small doses of morphine and hot 
stupes to the abdomen. - Three days after operation 
pituitrin and eserine were started. Enemas were given 
every six hours. Digifoline was given. The symptoms 
of paralytic ileus were marked all along. There was 
frequent vomiting, very little results from enemas, much 
distention, etc. until on November 18, 1930, he was 
extremely toxic, had fecal vomiting, was dehydrated 
and no one thought this patient had a chance. So as 
a last resort 6 milligrams of procaine hydrochloride 
was given intraspinally. This produced anesthesia for 
about forty minutes and in four hours his bowels moved, 
dark brown formed stool, without enema. Normal peri- 
stalsis began, vomting ceased, gas disappeared and all 
other symptoms of ileus cleared. The bowels continued 
to move well. This patient made a slow recovery but 
today is in perfect health. 

Case 3. Miss R. S., aged 37 years, Maywood, Illinois. 
On June 24, 1932, we did a sub-total hysterectomy, 
bilateral salpingectomy and appendectomy. A few days 
after operation she began to show signs of a paralytic 
ileus. On June 30, 1932, she had circulatory collapse, 
was: cold and clammy and had a systolic blood pressure 
of 80. Continuous infusion of 5% glucose intravenously 
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was given with marked improvement. Her paralytic 
ileus continued to increase in spite of treatment con- 
sisting of rectal flushes, pituitrin and eserine, hot com- 
presses, intravenous saline and glucose and duodenal 
tube. On July 6, 1932, twelve days after operation, she 
was in a hopeless condition. She was toxic, distention 
was alarming, tongue was cracked and parched, foul 
vomiting was constant. Her systolic blood pressure 
was 80. Pulse was rapid. 60 milligrams of procaine 
hydrochloride was given intraspinally with dramatic 
results. Eight hours after the spinal her bowels moved 
(large dark semisolid defecation). The anesthesia in 
this case lasted 35 minutes showing that it was light. 
This was the first time this patient had had a real bowel 
movement since operation. Almost immediately after 
the spinal, fluids were absorbed when placed in the 
duodenal tube, signs of toxemia began to clear, the 
tongue began its return to normal and the blood pres- 
sure had risen to 105 thirty minutes after the spinal. 
Intravenous glucose was given during the spinal and 
was preceded by a hypodermic of adrenalin. Her blood 
pressure only fell five or six points and was followed 
in one half hour by a rise. She showed no more signs 
of an ileus after the spinal but developed erysipelas of 
the shoulder and neck one week later. Antitoxine was 
given and one-eighth per cent. mercurochrome was 
injected into the skin outside the margin of inflamma- 
tion after she had had morphine. Collodion was placed 
on the skin around the mercurochrome and in twenty- 
four hours the erysipilas was gone. This patient de- 
veloped a mild nephritis, probably from the horse serum, 
that cleared in a few days and she is now out of all 
danger. 
RESUME OF TREATMENT 

1. The rectum should be dilated at the time 
of operation to facilitate the expulsion of flatus. 

2. If the patient is very ill with ileus, two- 
way rectal irrigations should be used instead of 
ordinary enemas. This lessens the strain on the 
patient. 

3. Normal saline should be given routinely 
by the subcutaneous or intravenous route. 

4. 5% glucose should be given for the first 


few days when there is an acidosis and should 
be continued preferably intravenously when 
there is circulatory collapse. Guard against 
producing an alkalosis. 

5. Be careful with the use of soda as we may 
produce an alkalosis. 

6. The duodenal tube should be passed early 
and left in. 

7, Guard against too much morphine as it 
increases ileus. 

8. Give adrenalin only when needed to main- 
tain the blood pressure as it stimulates the sym- 
patheties to greater function. 

». Smal) doses of pituitrin should be given 
frequently, 4 or 5 minims every 4 hours, when 
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signs of ileus are present. Pituitrin stimulates 
the parasympathetic system and it also raises 
the blood pressure. Eserine will help but is a 
dangerous drug. , 

10. If the patient is anemic we should give 
200 to 400 ce of blood into the muscle every 
few days rather than to chance a reaction by 
the intravenous route. 

11. Digafoline should be given routinely if 
there is great danger. It stimulates the cranio- 
sacral system. 

12. Atropine should not be used because it 
depresses the cranio-sacral system. 

13. In hopeless cases of postoperative ileus 
do not ferget that you can numb the paralyzer 
of the bowei with a small dose of procaine hydro- 
chloride intraspinally. After giving this you 
must stay with the patient and keep the blood 
pressure up with intravenous glucose, adrenalin, 
digafoline, subcutaneous saline, ete. 

14. Hot compresses should be used over the 
entire abdomen and not just a small area. Light 
abdominal massage helps stimulate the bowel. 


CONCLUSIONS 

1. Three fifths the anesthesia dose of pro- 
caine intraspinally apparently relieved all 
symptoms of ileus in three cases which previously 
appeared hopeless. 

2. The small dose does not cause such a great 
fall in blood pressure and when given below the 
first lumbar vertebra is fairly safe. The good 
results from blocking the splanchnies overbal- 
ance the dangers in a severe case of postoperative 


ileus. 
3. Intravenous glucose should be given dur- 
ing the spinal analgesia to counteract the fall 


in blood pressure. 
2406 West Madison Street 
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ALLERGIC NASAL DISEASE* 
L. Benno BERNHEIMER, M.D. 
CHICAGO 

An intelligent understanding of allergic 
nasal disease entails a study of both the his- 
topathological and clinical aspects of this 
entity. Clinically, allergic nasal disease is 
characterized by an allergic family history, 
§ blood eosinophilia, positive skin tests and 
signs and symptoms due to localization of the 
process in the nose, such as sneezing, serous 
discharge containing eosinophiles, nasal block 
and often the presence of polyps. The nasal 
mucosa is usually pale and waterlogged. 
There is a predominance of vasomotor symp- 
toms. 

The histopathologic changes in allergic nasal 

disease are similar to changes in the bronchi 
| found in bronchial asthma. Hansel* has given 
an excellent description of these changes. The 
surface epithelium is thickened and consists 
of many layers of columnar cells, although 
there is not always a loss of cilia. Areas of 
desquamation of epithelium appear scattered 
here and there. The subepithelial tissues are 
loose, edematous and infiltrated with eosino- 
philes. Large tissue spaces contain serum which 
gives the edematous appearance to the mucous 
membrane. Glandular structures are dilated, 
forming large cystic areas. In advanced stages 
atrophy of glands may oceur. The cellular ac- 
cumulation is less than in inflammatory nasal 
disease, but the edema is more marked. Edema 
and eosinophilic infiltration rarely extend 
deeper than the glandular layer, but even in 
the same specimen there may be a scarcity of 
eosinophiles in one area and a density in 
another ; this variation occurring also with the 
lymphocytes and plasma cells. Even the edema 
may be more pronounced in some areas than 
in others. These variations of cellular elements, 
exclusive of the eosinophiles, may be depend- 
ent upon the age of the patient, chronicity of 
the allergie process, or the occurrence of 


*Read before Section on Eye, Ear, Nose and Throat at IIli- 
nois State Medical Society, Springfield, May 17, 1932. 
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frequent attacks of acute infections. Bone 
changes are insignificant. 

The differential diagnosis between allergic 
and suppurative nasal disease is important 
and clinically presents many difficulties. Sec- 
ondary infection may entirely obscure the al- 
lergic background and the presence of polyps 
may result in a confusing picture. Mock has 
described a test for differentiation by streak- 
ing the turbinates with adrenalin but in my 
own experience this test has not proven re- 
liable. Eyreman has found eosinophiles in the 
washings of sinuses thought to be of a suppu- 
rative nature but proven to be allergic. How- 
ever, a secondary infection, to which the allergic 
mucosa is so liable, may produce a predomi- 
nance of polymorphonuclears in the washings, 
making the eosinophiles an incidental finding. 
Tissue section is not always available, the 
patient’s history often not classic; blood chem- 
istry, blood eosinophilia, and skin tests are not 
always illuminating.” 

I have reported the case of an individual 
who had an ethmoid and sphenoid exenteration, 
radical antrum and submucous resection, be- 
fore it was recognized that the condition was 
allergic due to sensitization to house dust. I 
have also seen an antrum punctured and irri- 
gated repeatedly because the individual had 
periodic attacks of pain confined to his cheek, 
x-ray and transillumination showing a distinct 
antral shadow on the involved side. However, 
treatment aimed at a suppurative process gave 
no relief. A more careful study revealed a 
transitory edema of the antral mucosa on the 
basis of a local angioneurotic edema, the pain 
and shadow being present only when the mem- 
brane was edematous. Subsequent treatment 
was unsatisfactory, but the patient was at least 
spared the ordeal of repeated puncture. 

The confusion of theories regarding the 
etiology of polyps is alone an indication of the 
difficulty encountered in differentiating aller- 
gic from suppurative nasal disease. Hirsch? 
believes that polyps are due to prolapse of the 
mucosa of the antrum; he also believes that 
suppurative sinus disease can be diagnosed by 
the mere presence of polyps in the nose. Fraser 
agreed with Hirsch, but believes the ethmoids, 
not the antra, to be involved. Neither consider 
an allergic basis for polyp formation. Leischer, 
however, has made such a study and found 
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that 34 per cent of the polypoidal nasal eon- 


ditions which he studied were of allergic origin. 


The differentiation between allergic and in- 
fectious polyp formation is obviously impera- 
tive for proper treatment. 

To illustrate the importance of the differ- 
entiation between allergic and infectious polyps 
{ present the following case: Sotte years ago 
1 saw a young woman who had a recurrence 
of ethmoid polyps; she had had such reeur- 
rence about every six months for many years, 
and as they caused a considerable amount of 
discomfort always had had them removed, Be- 
sides having the polyps snared out, she had 
had her ethmoids curetted three times, the 
first time in a European clinic where an ex- 
tensive bilateral ethmoid and sphenoid exen- 
teration had been performed. Her allergic 
family history was negative, but she volun- 
teered the valuable information that she be- 
lieved that face powder made her sneeze, and 
that her nose very often blocked after she had 
gone to bed at night unless she slept without 
a pillow. 

Examination of the nose revealed a consider- 
able amount of searring resulting from the 
repeated nasal operations. The mucous mem- 
brane was pale, but not especially waterlogged. 
There were large ethmoidal polyps on both 
sides, although she had had the polyps re- 
moved but a few months before. The right 
antrum contained pus. The polyps were re- 
moved with a snare and no further nasal sur- 
gery attempted. They did not show eosinophilic 
infiltration on section. She was then advised 
to substitute an orris root free powder for her 
usual face and taleum powders, and to sub- 
stitute a cotton pillow for her feather one. 
She was to return for skin tests after the nose 
healed, but failed to do so, as she had no 
further trouble. When seen two years later, 
although she was having no trouble she was 
tested for feathers and orris root; both gave 
positive skin reactions. Examination of her 
nose at this time revealed no evidence of re- 
currence of the polyps. 

The response of allergic nasal disease to 
allergic therapy usually however is not as 
fortunate as in the case just cited, and for this 
reason the effects of radiation upon normal and 
illergic mucous membrane were studied. 

An application of filtered radium to mucous 
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membrane results in-a selective cytolytic effect 
upon the germinal layer of the stratified epi- 


thelium. This effect oceurs during the first 
days after exposure. When the dose of radi- 
ation is sufficiently strong there results a true 
‘Tadioepithelite’’ due to a destruction of the 
germinal layer of epithelium,® *. The destruc. 
tion and falling off of the surface epithelium 
occurs about the twelfth day after irradiation. 
Coutard has shown that under the same tech- 
nical conditions of radiation the falling away 
of the cutaneous epidermis occurs later, i. e., 
on the fifteenth to twentieth day. Reparation 
of the lesion takes place between twenty-two 
and twenty-seven days after irradiation of 
mucous membranes, and about forty-two days 
after irradiation of cutaneous epidermis. 

The effect of radiation upon sweat glands 
and sebaceous glands is a diminution and sup- 
pression of their secretions. The mucous glands 
of the nasal mucous membrane are affected in 
a similar manner. When the irradiation is 
intense these glands atrophy and disappear. 
The connective tissue is the most radio-resistant 
and under radiation exposures undergoes a 
slow process of fibrosis.4 

The functional changes induced in blood- 
vessels by radiation are well known since they 
have been studied directly by the capillaroscope. 
Erythema and edema occur, caused by a 
vasodilatation of the capillaries accompanied 
by diapedsis of leucocytes. According to Gass- 
man® the lesion is first observed in the nuclei 
of the endothelium, followed by vacuolization 
of the cytoplasm. Sometimes the hyperplastic 
endothelial cells desquamate into the vascular 
lumen; sometimes they proliferate and obli- 
terate the canal. Vascular lesions are especially 
manifest in organs treated by radiation of low 
filtration. They are particularly noticeable in 
proximity to radioactive foci introduced inter- 
stitially in tissues and also under the influence 
of diffuse caustic rays.» * 

In order to study the effect of radiation on 
the allergic nasal mucous membrane, forty-four 
eases of hyperesthetic rhinitis were irradiated. 
All cases treated gave a typical history of spas- 
modie attacks of sneezing followed by profuse 
water discharge and nasal block, the symptoms 
occurring without relationship to season or 
climate. Nasal examination in all cases re- 
vealed the usual pale waterlogged mucosa found 
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in allergic nasal disease. Eleven of these in- 


dividuals. had demonstrated sensitizations to 


one or more foods or inhalants, showing posi- 
tive skin reactions to such atopans as orris 
root, house dust, kapok, chicken feathers, 
wheat, egg albumin and beef. However, none 
had responded to allergic therapy. Twenty- 
nine of these patients had previously submitted 
to some form of intranasal surgery, such as 
gubmucous resection, intranasal or sublabial 
antrotomy, ethmoid or sphenoid exenteration, 
or repeated nasal cautery. The relief obtained 
from these procedures had been transitory. No 
case was irradiated in the presence of polyps or 
secondary nasal infection, radium being intro- 
duced into the nose only after these secondary 
changes had favorably responded to indicated 
therapeutic measures. 

After cocainization of the nasal mucosa, 50 
mgms. of radium were introduced into each 
nasal chamber and allowed to remain in place 
for two hours (total dose 200 mgm. hours). 
The radium element:was held in four brass 
capsules, each capsule containing 25 mgm. of 
radium in silver containers. The total filtration 
was 0.5 mm. of silver and 1.0 mm. of brass. 
One capsule was placed in each middle meatus 
and one in each inferior meatus. Usually both 
sides of the nose were irradiated simultaneously. 

The initial effect was an erythema, the con- 
gested red nasal membranes causing nasal 
block. The erythema and block persisted for 
from three to eight weeks, slowly resolving 
until the mucosa became normally pink in 
color and ample breathing space was estab- 
lished. During this period of erythema and 
congestion there was a copious muco-purulent 
discharge, which slowly lessened and finally 
subsided with the disappearance of the ery- 
thema. The sneezing usually stopped immedi- 
ately following irradiation so that by the end 
of the eighth week the patient was symptom 
free, the nasal mucous membrane at this time 
being normally pink in color; however in some 
cases the pale color persisted in spite of the 
disappearance of the edema. 

In the series of forty-four cases treated there 
was no ease that was not benefited, the re- 
sults being uniformly good, but inasmuch as 
only six months has elapsed since the first case 
was treated we are not prepared to evaluate 
our end results. No unfavorable effects from 
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radiation were encountered in the entire series 
of cases treated. 

Microscopical examination of a fragment of 
allergic nasal mucosa excised eight weeks after 
radiation showed pronounced morphological 
changes. The subepithelial intercellular edema 
and dilated tissue spaces which constitute the 
characteristic microscopical picture of the un- 
treated disease were entirely absent. There 
was also an absence of signs of acute inflam- 
mation. Capillary dilatation and leucocytie 
infiltration had disappeared. The mucous 
glands were no longer separated by edematous 
intercellular tissue but were crowded together. 
Isolated foci of lymphocytes and plasma cells 
had replaced the previously widespread acute 
cellular infiltration. The microscopic appear- 
ance of the tissue closely approached that of 
normal mucous membrane. 


CONCLUSIONS 

1. Diagnosis of allergic nasal disease is often 
difficult, and entails a thorough understanding 
of both the histopathologic and clinical course 
of allergic disease. 

2. The treatment of allergic nasal disease is 
often unsatisfactory; for this reason the effect 
of radiation upon the allergic nasal mucosa 
has been studied. 

3. The early results in a group of forty-four 
patients radiated were uniformly excellent. Al- 
though permanent therapeutic possibilities sug- 
gest themselves, at this time it is too early to 
evaluate the scope of this method of treatment ; 
further studies are in progress. 

104 South Michigan Avenue 
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DISCUSSION 

Dr. Sidney Portis, Chicago: I am very much im- 
pressed with Dr. Bernheimer’s report on the treatment 
of this disease which has so baffled all of us. My dis- 
cussion is primarily concerned with the standpoint of 
the internist. I know very little about the nasal find- 
ings, and have looked into very few nasal cavities 
myself. 

I have seen many types of hyperesthetic rhinitis that 
have persisted in spite of all tests for allergy. I do 
know this, however, that there seems to be a dis- 
turbance of calcium metabolism in some cases and 
merely changing the diet of the patient so as to pro- 
duce, in the colon particularly, an aciduric flora, is 
exceedingly beneficial. I have seen definite evidence of 
hypothyroidism, and with the use of thyroid extract 
some of these cases have been benefited. Elimination 
diet will do a lot for some individuals. Allergic or 
hyperesthetic conditions are a manifestation of systemic 
disease. Some of these conditions in the nose are 
secondary, not primary. The whole thing is still a 
much mooted question. Anything that will help these 
cases locally should be done, but do not forget that 
sometimes, and very often, they are due to disturbances 
in metabolism which are much more deep-seated than 
we think, and even the allergists in their own minds 
are not convinced as to what is the allergic phase. Let 
us be open-minded. 

I should be interested to know the late results of 
Dr. Bernheimer’s radium therapy, and whether there 
are some remote tissue changes from this treatment. 
However, I am still of the feeling that it is a general 
problem and should be handled by the internist and the 
nasal surgeon. 

Dr. H. L. Ford, Champaign: I should like to ask 
Dr. Novak whether he is still interested in calcium 
therapy. Also, if parathyroid extract does not increase 
calcium metabolism. 

Dr. L. Benno Bernheimer, Chicago (closing): The 
effect of radiation upon the allergic mucosa was under- 
taken by Dr. Max Cutler and myself with the idea of 
observing the clinical and pathological effects of 
radiation upon this tissue. These observations have 
suggested therapeutic possibilities. The primary results 
in the group of patients treated have been excellent, 
but we feel that it is early to make any claims as to 
the permanency of results. However, I do feel at 
this time that this method of treatment has been more 
satisfactory than other therapeutic methods which we 
have used, and I believe that from the standpoint of 
rhinology any new therapeutic procedure which gives 
promise of relief in allergic nasal disease is well worth 
while investigating and observing. Radiation is not 
offered as a substitute for either rhinological or allergic 
procedures, but as a valuable adjunct to both and as 
a further hope when other methods have failed. 

I do not wish to enter into any controversy con- 
cerning calcium metabolism, as I believe the literature 
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speaks for itself. Observations of individuals with 
hyperesthetic rhinitis have definitely shown that these 
individuals have blood calcium and basal metabolic rates 
which do not vary from the normal of any given group 
of individuals. Calcium does act as a general nerve 
depressant, but calcium and thyroid therapy is totally 
ineffective in the treatment of hyperesthetic rhinitis, 
as Sonnenchein and Pearlman pointed out in 1925. 

Dr. Portis is unduly optimistic concerning the re- 
sults in treatment of these conditions by diet. I have 
followed many of these cases under various dietetic 
regimes, even cases which have been in Dr. Portis’ 
own hands; inasmuch as the rationale of this method 
of treatment is unsound, it is not surprising that the 
clinical results are nil. 
observed in reporting results from any therapeutic pro- 
cedure in the treatment of allergic nasal diseases, as 
isolated cases respond to any form of therapy. In 
1928 I reported a case of hyperesthetic rhinitis which 
was symptom free for one year following intravenous 
injection of sterile water. 

I can assure Dr. Portis, that the use of radium in 
these cases is harmless. 





THE PUBLIC HEALTH ASPECTS OF 

INSTITUTIONAL CARE OF INDIGENT 

PATIENTS BY THE STATE DEPART. 
MENT OF PUBLIC WELFARE* 


Magsor H. Worruineton, M.D., 
Managing Officer Illinois Research & Educational 
CHICAGO 


Hospital 


The public health aspects of institutional 
eare of indigent patients by the State Depart- 
ment of Public Welfare, as seen at the Illinois 
Research and Educational Hospitals, differs 
considerably from other State Institutions in- 
asmuch as this hospital is a teaching institution 
and is conducted jointly by the Department of 
Public Welfare and the State University, and 
in addition houses a branch laboratory of the 
State Department of Public Health. At this 
laboratory are examined material from the 
northern third of the State, excluding Chicago. 
And, as has been stated by Dr. D. J. Davis, 
Dean of the University of Illinois Medical Col- 
lege, ‘‘The advantage of close association 
between a college of medicine and a State 
department are well known. An abundance as 
well as a variety of material from the health 
department become available for teaching pur- 
poses. This material is often selected and may 
be of value for intensive studies and research. 
Health departments look to universities for 
accuracy in standards and for the latest and 


*Read_ before Section on Public Health and Hygi of 
Ilinois State Medical Society, Springfield, May 19, 1932. 
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best scientific information. They must also 
depend to a considerable degree on universities 
for educating their personnel. With this close 
relationship, the university is in a far better 
position to educate not only students in public 
health but also medical and dental students, 
and we may add with emphasis, its own teach- 
ing force. Much of the teaching in public 
health courses in the universities and medical 
colleges not directly connected with the health 
department is highly artificial and imprac- 
tical.’ 

An industrial disease clinic, as a public 
health measure, is a unit much needed for its 
educational value as an instructive adjunct in 
training students and physicians. Too little is 
known about silicosis, lead poisoning and other 
industrial diseases. There is much research 
work to be done along these lines and the 
economic value cannot be denied in the avenue 
of prevention and treatment in lessening time 
of absence from factory and work. It is be- 
lieved that every educational institution is 
ready to cooperate in the establishment of the 
industrial disease clinic when the time is ripe 
for such action. 

Dr. Carey P. McCord said in a recent paper: 
“T hope to challenge your interest by pointing 
out that the attitude of the medical profession 
toward industrial medicine, and the entry of 
so many inferior physicians into this field, have 
already jeopardized many of the real oppor- 
tunities for the physician in industry, apart 
from emergency relief and surgery. The in- 
dustrial physician has been so busy squirming 
under the lash of the medical profession’s 
criticism and defending his position that he has 
functioned uncomfortably in his very com- 
mendable situation. While the medical pro- 
fession has been fiddling over the faults of 
industrial medicine, the plums of opportunity 
have fallen into other laps. Instead of organ- 
ized medicine creating, guiding and controlling 
the lines along which development should have 
taken place, we find most of the work, good or 
bad, in this field (except for emergency relief 
and surgery) carried out by governmental 
departments, insurance companies, statisticians, 
Sanitarians, hygienists, phychologists, pseu- 
dopschiatrists, chemists, safety engineers, op- 
tometrists, food faddists, efficiency experts, 
engineers and nurses. 
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‘‘Recently, a certain group of manufacturers 
within the lead industry wished to make an 
elaborate study of lead poisoning among their 
employees. Instead of turning to the medical 
profession for trustworthy services, this study 
was delegated to a vital statistician. If we are 
truly interested in the economies of the medical 
profession, we should pay a little more atten- 
tion to the harvest that is being reaped by these 
invaders.’” 

Why should the State interest itself in the 
eare of the indigent sick patient, suffering 
from headache, rheumatism, diabetes or any 
acute or chronie disease? Simply because it 
offers custodial care and treatment to the 
mentally ill, feeble-minded, and epileptics? In 
these latter cases the preservation of future 
generations makes this not only advisable but 
necessary. In the former, however, why should 
it not be the exclusive duty of the individual 
community to take care of its indigent rather 
than burden the State with this task, except in 
special conditions as for instance the education 
of the deaf and blind, where centralized work 
by the State is more economical and effective? 
It is because of the educational benefits derived 
from this method. 

The Research Hospital in conjunction with 
the State University, can and does by exercis- 
ing a selective admission of cases, perform a 
triple duty, that of furnishing medical and 
surgical care and treatment to these unfor- 
tunates and in so doing they use these cases 
for teaching students and physicians so that 
they may go out to the local centers and 
scientifically treat such cases in their own 
communities, thus placing the responsibility on 
the county rather than on the State. Another 
benefit derived by the State is that of research 
work in discovering the cause and prevention 
of the prevalent disease. The service to the 
public is only half done when curative measures 
are not extended along preventive lines. 


Whenever a problem case arises affecting 
public health, such as in tuberculosis, venereal 
diseases, typhoid fever and the contagious 
diseases, the public health aspect immediately 
becomes a State problem, and is cared for as 
such. Confronted, as we are, with the constant 
increase of mental diseases, which is fast becom- 
ing one of the major economic and social 
problems of the day, statistics are startling. It 
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has been stated that during the past forty 
years the number of mental cases in institutions 
has increased about four times as rapidly as 
has the population, and also the number of 
mental cases in institutions throughout the 
country almost equals the number of students 
in all colleges in the country.® 

Owing to the stigma attached to a patient 
who has been committed to a State hospital for 
mental diseases much can be accomplished in 
the early stages, when nervous symptoms first 
appear, by clinical facilities provided by a 
general hospital and clinics for out patients. 
Early diagnosis and treatment means conserva- 
tion of mental health, and the ultimate results 
would be to lessen the number of commitments 
for terminal treatment as public charges in our 
State institutions. 

At the Research Hospital we have a psychia- 
tric ward, housing sixty patients, one floor for 
men and the other floor for women. Cases are 
selected for study and research here from other 
State institutions and are not received by direct 
commitment. In conjunction with this depart- 
ment there is an out patient clinic. Much good 
work is being done and much is anticipated 
from this particular department. 

Another factor from the public health view- 
point in this connection are the venereal 
diseases—a long period of supervised medical 
care, which must be begun early and continued 
to obtain the best results. Often the nervous 
system is involved with subsequent serious 
derangements. The lumbar puncture with the 
information thus derived might aid in the pre- 
vention of neurologic symptoms before the 
discharge of the patient and incidentally help 
prevent the occurrence of mental disease in 
many cases. As it is said ten per cent. of the 
commitments to mental hospitals are for gen- 
eral paresis, which is due largely to syphilis. 

The care of crippled children. In a recent 
survey made in the State of Illinois it was 
estimated that there are over 16,000 physically 
handicapped children, with approximately 
12,000 cases recorded. Of this number infantile 
paralysis was found three times as frequent as 
any other single cause.* While the State is in- 
terested in the care of these indigent cases at 
the surgical institute for children, one of the 
‘nstitutes at the Research and Educational 
Hospitals, cases for admission here are selected 
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for teaching and research work, to properly 
train students and physicians that each com. 
munity may be organized and proper care 
administered. A waiting list is maintained as 
the applications for admission are so numerous. 
The benefits derived by the reclamation of these 
physically handicapped makes this department 
one of the most important ones in the hospital. 

Another department deserving mention is 
our maternity ward—maternal care of our 
State wards, a service rendered to the public in 
the care of the expectant unmarried mother 
continued through the confinement period and 
after care. The babies are kept in the hospital 
until such time as they can be taken to homes 
of the families, State supervised boarding 
homes, or legally adopted by families found 
satisfactory by the Child Welfare Department 
of the State. 

Research work properly becomes a public 
health measure when its problems affect the 
masses and indigent patients become the 
recipient of treatment and study. 

The following work has been in progress at 
the Illinois Research Hospital during the past 
year: 

In research work, as you know, results are 
only obtained after months and sometimes 
years of careful scientific investigations and 
study, through human endeavor and financial 
outlay by tireless, trained physicians and 
laboratory technicians before the ultimate goal 
is reached and often the end results are then 
discouraging. 

Many of the problems under investigation at 
the Research Hospital are of direct clinical 
interest, indeed it has been the policy of the 
University administration to further research 
in the commoner diseases that affect many 
people rather than to concentrate on the study 
of rare conditions that only cause distress to 
the relatively few. The former are perhaps less 
thrilling and spectacular, the development of 
measures of relief has far greater public value. 

In this way there have been conducted ex- 
periments during the recent hay fever season to 
test out the value of air filtration in preventing 
symptoms in hay fever and asthmatic patients. 
An eight bed ward was equipped with air 
brought in by motor driven fans from an open 
window; this air passing through screens 
covered with cellulose material and passing out 
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J hrough an open transom, a positive air pres- 
sure being maintained in the room at all times. 
4 This year temperature of the room and humidity 
4 were not controlled as we hope to arrange the 
coming season. The time spent in the ward was 
nights only, three, four and seven nights con- 
secutively, for the hay fever patients. The hay 
fever asthmatics, however, spent the whole 
# twenty-four hours in the ward. Doctors visited 
the eases morning and night. During the day 
patients were free to go about as they pleased. 
In selecting these typical hay fever cases sinus 
infections were ruled out by x-ray examina- 
tions, also skin tests were made by pollen. The 
Z average length of time spent in the ward was 
seven nights. The results gave clear evidence 
that some of the most severe cases were com- 
pletely relieved while in the ward and inasmuch 
as the method used is one that is relatively 
inexpensive the test has been of extreme prac- 
tical value and will be continued another 
summer. 

The department of pathology is engaged in a 
study on patients of the nervous mechanism 
underlying high blood pressure and its rela- 
tion to nephritis. This is being carried out both 
in experiments on animals (dogs and monkeys) 
as well as work on patients in the hospital. 
They have also been studying the chemistry of 
the unstable individual, the asthmatic, the 
patient with urticaria, mucous colitis and head- 
ache. Studies of patients with migraine have 
reached the stage where definite chemical 
changes can be found before the initiation of 
attack. During the course of these studies 
various methods are being tried out to stabilize 
these ‘‘unstable’’ individuals. In direct con- 
nection with these investigations the metabolism 
of normal women throughout the entire men- 
strual eyele has been under investigation be- 
cause of the peculiar lability of the female 
organs at certain phases of the cycle. 

With the opening of the Psychopathic In- 
stitute, preliminary studies similar in character 
to these have been started on dementia praecox 
and maniae depressive insanity cases. It is 
proposed to extend the work as rapidly as 
funds may be available for detailed investiga- 
tion. 

The department of bacteriology has several 
typhoid carriers in the wards. Typhoid car- 
riers are a real problem for State health author- 
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ities. Perfectly well themselves, they may 
innocently cause explosive outbreaks of typhoid 
fever in a community. The sterilization of 
such persons is an unsolved problem and a 
variety of methods are being tried out in the 
research hospital. In this connection they have 
been testing out the practical application of 
oral vaccination against typhoid fever, and 
while they do not possess enough data at present 
to replace the subcutaneous method with the 
oral, yet those who refuse or neglect the sub- 
cutaneous inoculations should be impressed 
with the advantages of the oral vaccination. 
Furthermore, the oral method seems to be 
effective, is economical, does not consume as 
much time as the subcutaneous method and 
could be substituted in institutional work. (The 
method follows: upon rising two (2) capsules 
each containing one-half gm. of dried bile is 
given with a glass of hot water; after thirty 
minutes one (1) ce of typhoid vaccine is taken 
with one-half glass warm water. This is re- 
peated two succeeding mornings, three doses 
altogether. ) 

The department of medicine has for some 
years been interested in the study of obesity. 
The determination of the reason for fatness or 
leanness is of real practical importance for the 
health and welfare of many people, and their 
work promises to afford an insight into this 
problem. 

For the past two years Dr. Carrol Birch 
has been doing some outstanding work in hemo- 
philia or Bleeder’s disease. She has had a total 
of thirty-five of these cases, eighteen at the 
present time, eleven of which are in the hos- 
pital. These patients have varied in age from 
twenty-two months to fifty-two years. She has 
been dealing successfully with these cases with 
ovarian therapy. The chief surgeon of the 
surgical institute for children, Dr. Henry Bas- 
com Thomas, first suggested an ovarian trans- 
plant, which he did, with the result that the 
patient remained symptom free with normal 
blood findings for five and one-half months or 
until the transplant was absorbed. Since then 
they have been using whole ovarian substance, 
fresh ovaries, Theelin, P. D. & Co., up to 60 
units daily and ovarian extracts 2 grs. daily. 
Nineteen of these patients have been under 
treatment for a period exceeding six months; 
nine of these have shown an excellent response, 
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nine have definitely improved while the condi- 
tion of the remaining one has remained un- 
changed. The response to treatment has been 
both general and specific. The general improve- 
ment is shown by an increase in weight and 
hemoglobin. The specific response is shown by 
a lessening of the number and severity of the 
hemorrhages and a decrease in coagulation 
time from twelve hours to two—three hours. 
Dr. Birch states she has yet to see her first 
hemophiliae in a female although several sus- 
pected cases have been referred to her. Much 
is yet to be done and the ultimate therapy may 
be entirely changed. 

The department of pediatrics report the 
following research work that is in progress in 
this department—A clinical and laboratory 
investigation of the effect of modification of the 
mineral content of raw cow’s milk in infant 
feeding, A study of the cholesterol content of 
the blood in eretins and modification by thyroid 
treatment, A study of the treatment of chorea 
with special reference to the value of nervinol, 
special studies in diphtheria immunization and 
a study of the effect of feeding dried lactic acid 
milk over a long period of time. 

In the surgical departments three important 
fields are being developed : 

First—Work in the surgical institute for 
children. 

Second—Chest surgery, of great value at 
certain stages in tuberculosis of the lungs. 

Third—Surgery of the brain. . 

First: It has been stated that probably ten 
per cent. of our total population is suffering 
from some sort of chronic disease. The number 
of people complaining of rheumatism and 
arthritis in a good many communities is twice 
as many as those complaining of tuberculosis, 
and twenty times that of cancer. These per- 
centages would probably hold throughout the 
United States. 

One of the first problems that the orthopedic 
department undertook at the Research and 
Educational Hospital was juvenile arthritis 
and we have been working on it ever since. It 
is one of the most important subjects before us 
and the pathological, medical and bacteriologi- 
eal departments have been spending much 
time on this problem. 

It has been recently stated that if we bring 
together all the people in Illinois who are now 
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suffering from chronic rheumatism you 
would have a city twice the size of Peoria. Take 
only those people who are completely and 
partially disabled by chronic rheumatism and 
you could populate a city as large as Rockford 
with its 86,000 people. Eliminate all but those 
who are completely disabled and the number of 
people with chronic rheumatism would still be 
sufficient to make a city the size of Dixon with 
its 10,000 inhabitants. The prevalence of 
chronic rheumatism in Illinois is an estimate 
based upon a survey made in Massachusetts by 
the State Department of Public Health which 
brought to light the fact that rheumatism is the 
greatest single cause of chronic illness in 
Massachusetts. There is every reason to be- 
lieve that the situation in Illinois is very simi- 
lar to that which prevails in Massachusetts.® 
We know that osteo-myelitis is a systemic 
affair and goes to the bone through the cireula- 
tion of the blood, in all cases, except in war 
cases, and in those of fracture with bone 
infection. Considerable work is yet to be 
done in discovering means of preventing sub- 
sequent outbreaks in distant parts of the body, 
when one localized area is apparently healed. 
The treatment practiced here is as follows—a 


thorough operative procedure is used, removing 
all dead bone, and an endeavor to make the 
wound as clean as possible; followed by the 


Orr treatment with vaseline drainage. The 
maggot treatment of Baer is also used, not, 
however, at the time of operation but after a 
lapse of a few days. 

Second : Work in chest surgery, thoracoplasty 
and phrenicectomy, of great value at certain 
stages in tuberculosis of the lungs, is being 
carried on in the surgical department, where 
we have an average of fifteen such cases at all 
times, being treated with this form of collapse 
therapy. 

Third: Surgery of the brain, under favorable 
conditions. There is little doubt that many 
patients at present in State hospitals might on 
careful examination be found suitable for 
operative procedures of this nature that would 
afford definite clinical improvement. And in 
conclusion I wish to state that work of this 
character is now in progress at the Research 
Hospital on cases thus transferred to us from 
other State institutions, and the results are 
proving very satisfactory. 
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DISCUSSION 

Dr. Lloyd Arnold, Chicago: One thing that Dr. 
Worthington did not touch on is cooperation in organi- 
zations. Where we have various state departments 
under different headings cooperating together the suc- 
cess of such systems depends upon the personnel in 
charge of the various units. Since Dr. Worthington’s 
appointment as superintendent or officer in charge of 
the Research and Educational Hospital Department of 
Public Welfare in Chicago, we have found 100 per 
cent. cooperation or, in fact, sometimes 200 per cent. 
cooperation. Dr. Worthington meets us more than half 
way and the work we have been able to carry on has 
been to a great extent due to Dr. Worthington’s co- 
operation and his able executive ability. That Dr. 
Worthington forgot to mention in his paper. 

The second thing I wish to call attention to is the 
importance of this group of hospitals operated and con- 
trolled by the State Department of Public Welfare. 
The scientific personnel and the medical personnel are 
associated with the University, but the Chicago Branch 
Laboratory of the State Department of Public Health 
is rapidly becoming the recognized authority on 
diagnostic laboratory procedures. The personnel of the 
health department located in this research group is 
appealed to for bacteriological diagnostic work and 
serological diagnostic work. Theoretically the Uni- 
versity cannot take over the training of technical help 
and they are not in a position to have material of such 
volume as the health department does, hence the health 
department is very rapidly making for itself a place in 
this group. It is really very rapidly becoming a 
triangle. It used to be two parallel lines, the University 
and the welfare department. Now that is very rapidly 
becoming an equilateral triangle. We are getting the 
health department into this group and its influence is 
being felt more and more. 





SOME ASPECTS OF THE MECHANICS 
OF THE CHEST—THEIR CAUSES 
AND EFFECTS* 

M. H. Winters, M. D. 

GALESBURG, ILL. 

The bronchoscopist’s mechanical viewpoint is 
different from the chest-surgeon’s as he sees 
surgery of the ribs, and the internist in pleural 
effusion and pericardial effusion. The broncho- 
scopist deals with the mechanics of obstruction 





*Read before Section on Medicine, Illinois State Medical 
Society, Springfield, May 18, 1932. 
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of larynx and trachobronchial tree, the esopha- 
gus, etc., and their action and interaction upon 
the chest walls, the diaphragm, the neck, and 
the contents of the chest. 

All is not asthma that wheezes, although 
clinically, general physicians often mistake 
wheezing for asthma. Any obstruction of this 
respiratory tract causes the wheeze. Laryngeal 
papilloma is most common in children. Fibroma 
and other benign tumors cause wheezing. Sub- 
lottie edema causes a wheeze which becomes 
faint early but soon so loud one can hear it a 
hundred yards in a hallway, and it is easily 
diagnosed over the telephone by pointing the 
receiver toward the patient’s room, but in this 
stage it has changed to strictly a stridor. Par- 
tial obstruction of the bronchi, as the mucous 
membrane is swollen in the presence of a 
foreign body, causes what Chevalier Jackson 
calls ‘‘an asthmatoid wheeze.’’ Macerated pea- 
nut will cause wheeze as bronchial mucous 
membrane swells badly. 

I recently had a case of non-diphtheritie sub- 
glottic edema with very loud stridor. Early in 
subglottic edema one may notice a wheeze 
which soon changes to a stridor. Most severe 
subglottic edema is diphtheritic, and unless 
large doses of anti-toxin are given a tracheot- 
omy will be necessary. 

Sometimes an audible slap may be caused 
by a foreign body slapping up against the 
larynx upon expiration. The wheeze and the 
slap are heard at the mouth. To understand 
why emphysema, atelectasis and wheezes oc- 
cur, one must keep in mind that the bronchi 
are pipes of larger size on inspiration that on 
expiration. 

In the bronchi there are four types of valves 
in foreign body cases: 

1. By-pass valve. Air passes in and out. 

2. Inspiration check valve. Air passes in on in- 
spiration when the bronchi dilate, but when the bronchi 
contract with swollen mucous membrane the air is 
trapped in the lung. This is obstructive emphysema. 

3. Stop valve. Air cannot pass in or out, and because 
air in lung is absorbed atelectasia occurs. 

4. Reverse check valve. (Rare.) Air cannot enter 
past the foreign body, but upon coughing the air is 
forced out, thus hastening atelectasis, and the secretion 
is trapped—called auto-drownage. 

The symptoms of four types of valves: 

1. By-pass valve: Limitation of expansion 
on same side. Area below foreign body: Im- 
paired percussion. Breath sounds diminished in 
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area of dullness. Vocal fremitus and resonance 
are impaired. Rales are of great diagnostic im- 
portance. The passage of air is best heard over 
bronchi at the foreign body posterially. The 
trachea moves toward the affected side. Com- 
pensatory emphysema on the unaffected side. 

2. Expiratory check valve: The heart is 
displaced somewhat to the opposite side. No 
rales on the affected side, although all types 
of rales may be heard on the unaffected side. 
Percussion tympanitic. Breath sounds are dim- 
inished or absent. The air enters expanded 
bronchus past the foreign body during inspira- 
tion, but is trapped during expiration. The 
air is under pressure distal to the foreign 
body. This valvular action is produced most 
often by a change in the size of the valve 
seat (bronchus) and not by a movement of the 
foreign body. 

3. Stop valve: No air passes in or out, as 
the mucous membrane is swollen badly. The 
trapped air is absorbed causing atelectasis. 

4. Inspiratory check valve: (Rare) The air 
eannot enter the lung, but coughing hastens 
atelectasis, as it forces the air out, as impris- 


oned air readily absorbs, and secretions rapidly 


accumulate. On the unaffected side a compensa- 


tory emphysema is present, therefore, a bron- 


chial foreign body may be located very aceurate- 
ly by the physical signs mentioned above. Medi- 


astinal structures, including the heart, aorta, 
trachea and esophagus are drawn over to the 
invaded side and the diaphragm is higher on 
the invaded side, and lower on the uninvaded 
side in obstructive atelectasis. Prolonged ob- 
struction of the bronchi results in lung abscess 
with the foreign body suspended at the top of 
the abscess, held there by fibrosis. We speak 
of secretion trapped distal to foreign body as 
‘*drowned lung,’’ but they drown in their own 
secretion. I had an exception to this rule—a 
meningitis in which basal cistern drainage was 
done, and thus relieved the child from its head- 
ache and twisting. Due to the deep sleep 
caused by tiring from its continual twisting, 
the child was allowed to lie flat on its back, 
and it drowned in the water; it vomited water, 
’ because of its hlyimg on its back, the water 
flowed into the trachea and drowned the child. 


Growths within the larnyx and _ tracheo- 


bronchial tree mechanically obstruct the pass- 
age way, and act the same as a foreign body. 


ILLINOIS MEDICAL JOURNAL 


December, 1932 


Growths without the tracheobronchial tree, 
benign or malignant, cause mechanical com- 
pression. 

The thyroid gland in adults and the thymus 
gland in babies mechanically compress the 
trachea, but the thymus gland causes the com- 
pression, not because it persists but because it 
is enlarged. This is not thoroughly understood 
by many of the internists. 

Acute obstructive emphysema: 

1. Greater transparency on obstructed side. 

2. Displacement of the heart to the free 
side. 

3. Depression and flattening of the dome 
of the diaphragm on the invaded side. 

4, Limitation of the diaphragmatic excur- 
sion on the obstructed side. 

The x-ray picture in this case must be taken 
between crying, at the end of expiration, in- 
stead of the usual ‘‘take a breath and hold it,”’ 
because the uninvaded lung would be filled with 
air at that time. On fluoroscopy the heart 
moves laterally toward the uninvaded side. 

Congenital stridor is produced by an exag- 
gerated form of infantile larynx. Stridorous 
respiration also may be due to laryngeal pa- 
pilloma, laryngeal spasm, recurrent nerve 
paralysis, thyroid compression, congenital web, 
adductor paralysis in adults. 

Laryngeal subglottic edema: If aspiration of 
secretion does not help, one must remember a 
baby under 2 years has a very poor ability to 
cough up secretions, it soon tires and dies un- 
less watched closely. When the pulse becomes 
more rapid, the child becomes more restless and 


cannot sleep, inspiratory stridor becomes 


\ouder, the abdominal wall over the stomach 
region retracts two or three inches, and retrac- 
tion over the first rib, clavicles and interspaces 
between the ribs, a tracheotomy is indicated. 
By after-treatment in tracheotomy the death 
rate is cut to one-half of one per cent. instead 
of ten per cent, as the American hospital rec- 
ords show. Subglottic edema is most often 
diphtheritic and diphtheria often has a wa- 
tery nasal discharge many days before mem- 
brane forms, a common cold is watery about 
24-48 hours only. 

Esophageal mechanics: Meisner’s and Aur- 
bach’s plexus gives us the ability to swallow 
uphill from a spring. Gravity does not play 
much of a part, 
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Esophagus: The esophagus is a long, loose, 
dangling tube having a constriction at the up- 
per end—the cricopharyngeus muscle—has an- 
other constriction as it enters the chest, com- 
pressed by the muscles at the introitus of the 
chest, has another constriction as it passes the 
left bronchus, and also another as it passes 
through the hiatus of the diaphragm. These 
mechanical constrictions are important, because 
they enable one to know where foreign bodies 
are apt to be located, and where chemical caus- 
ties cause necrosis and later cicatrices. The 
esophagus has a common wall with the trachea, 
and travels sidewise in common with the 
trachea, as the result of positive or negative 
pressure. 

A foreign body which partially or wholly 
obstructs the esophagus is located easily with 
the x-ray if it is opaque, but if it is non- 
opaque special technique is required. A com- 
plete obstruction of the esophagus causes an 
overflow of the head secretions into the tracheo- 
bronchial tree, as the esophagus is the sewer of 
all secretions from the head, and they are more 
than any one would suspect. 

Esophageal obstruction caused by spasm 
causes the greatest dilation above the dia- 
phragm, as the patients live long enough for 
extreme dilation to occur; whereas in carci- 
noma cases they do not live long enough to 


dilate greatly. 


A partial obstruction by compression outside 
the esophagus, for example, enlarged thyroid, 
aortic aneurysm, cardiac enlargement, espe- 
eially the right ventricle, carcinoma, ete., 
partly obstruct the esophagus. This dysphagia 
may first show itself following the pulling of 
teeth, or loss of dental plates. 

Obstruction within the wall of the esoph- 
agus: for example, paralysis of one or both 
sides of Meisner’s and Anuerbach’s plexus, 
angioneurotie edema, benign growths, or for- 
eign bodies cause partial obstruction. 

At this pot I wish to illustrate an unusual 
case in bronchoscopy. A five-year-old child de- 
veloped tracheobronchial diphtheria with sub- 
glottic edema. The indications for tracheotomy 
developed quickly as I had not seen the case 
in time to stop these indications by the use of 
antitoxin. A tracheotomy was performed. The 


child recovered from his diphtheria, but this 


was followed by sixteen life saving removals of 
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plugs at the bifrucation of his trachea, due to 
a bronchitis of four years duration. By forcing 
more steam in his croup tent the plugs quick- 
ly stopped, and the child made a complete re- 
covery. This is simulated by Chevalier Jack- 
son’s statement, that in every case of post-op- 
erative pneumonia that he ever saw, the patient 
recovered by the removal of the plug. Many 
mistaken diagnoses of pneumonia occur when 
the secretion is trapped in the tracheobronchial 
tree or lungs. 

In conclusion, may I state that you may tap, 
look and listen on the outside of the chest, 
but bronchoscopy and esophogoscopy in the 
hands of a trained physician will add a great 
deal to chest diagnosis and save many lives. All 
of the best that I know in this field I attribute 
to Chevalier Jackson of Philadelphia. 





POTASSIUM SULPHOCYANATE IN 
HYPERTENSION 
M. T. Botori, M.D. 
Associate in Medicine, University of Illinois 


CHICAGO 


Introduction. The work of Westphal! in Ger- 
many and Gager* in America directed our atten- 
tion to the use of sulphocyanate in hypertension. 
The good results obtained by them were quickly 
duplicated by a large number of investigators 
as R. 8. Palmer et al,’ A. G. Smith and RK. D. 
Rudolph,* and R. CG. Logefeil® 

A study of the literature revealed that Claude 
Bernard® more than 70 years ago noted that 
sulphocyanate given intravenously in large doses 
was a direct muscle poison and abolished mus- 
eular activity. Olliven and Bergeron,’ a few 
years later, showed that the drug when given 
by mouth was toxic but had to be given in larger 
doses than intravenously. Pauli® in 1903 gave 
the drug as a sedative im cases of tabes, heart 
disease and neurasthenta. While using this drug 
he noticed that some of his patients with hyper- 
tension were relieved of symptoms and showed 
a marked drop of blood pressure. Nichols® in 
1995 reported twelve cases of hypertension in 
which the blood pressure was reduced by doses 
of 1 gram daily. Finberg,!® reported 57% fa- 
vorable response, on using potassium sulpho- 
eyanate 5 grains t.idd. W. Goldring" in a re- 
cent article reports 32.4% improvement with 


potassium sulphocyanate. In Europe many in- 
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vestigators!? 1814 have reported good results 
from the use of a combination of sulphocyanate 


and a purine diuretic. 

Jt must not be taken for granted that al) re- 
ports concerning this drug have been favorable. 
Ayman,”* stated that he could not cause a re- 
duction of blood pressure with sulphocyanate, 
without producing concomitant toxic results. 
Begloff, Lyman Hoyt, and O’Hare7*® in a report 
ont the use of sulphoeyanate in 25 cases of hyper- 
tension, agreed with Ayman, in that every one 
of their patients became toxic from the drug, 
but, disagreed with him in that only two out of 
twenty-five showed a lowering of blood pressure. 
Two cases of exfoliative dermatitis were re- 
ported by Ayman!? and Weis and Ruede- 
mann,** respectively. Palmer and Sprague,*® 
reported four cases in which the drug produced 
nausea and weakness in two cases, and anginal 
pains in the other two cases, although the blood 
pressure was reduced in all four patients. 

Yhus the conflicting reports from the litera- 
ture and the great need for a drug, even if only 
of slight value, to combat the widely prevalent 
eondition of hypertension, urged us to investi- 
gate the value of sulphocyanate in essential 
hypertension. 

No patient received sulphocyanate unt) his 
or her blood pressure level was recorded. From 
three to ten sphygmomanometric readings were 
taken the first time the patient was seen at the 
clinic, the necessary laboratory work as 


Urinalysis, 


Blood N. P. N. Creatinine and sugar, 


Basal metabolism, 

Electrocardiogram, 

Kahn test, blood picture, 

X-ray of heart and aorta, 
was ordered and patient told to return within 
one week. Blood pressure readings were agaiti 


taken and recorded for the second time. The 


patient was put on potassium sulphocyanate 
(if an essential hypertension) in doses varying 


from one and one half to five grains t.i.d. every 
day except Saturday or Sunday. If a fall of 
blood pressure associated with subjective im- 
provement occurred the patient was given the 
vehicle Elixer pepsin compound, but the sulpho- 
cyanate was omitted. The patient however, was 
not aware of the difference in the preparations. 
When a rise in blood pressure occurred, while 
the patient was on this placebo, accompanied 
by a recurrence of symptoms, the case was 


ILLINOIS MEDICAL JOURNAL 


December, 1932 


recorded as having responded to the drug if, 
on the resumption of sulphocyanate, the blood 
pressure dropped and the symptoms disap- 
peared, 

We believe this method of determining the 
response to sulphocyanate treatment to be ac- 
eurate. We believe that a drop of 30 or more 
points systolic is, contrary to the statements of 


many writers on hypertension, no absolute evi- 


dence of response to drug therapy. We know of 
but few other fields where the weed ‘‘ post hoc, 
ergo, propter hoe’’ reasoning flourishes more 
abundantly. A realization that the normal 
fluctuations of blood pressure in essential hyper- 
tension may be more than 30 systolic (60 is not 
uneommon) makes obvious the difficulty of 
evaluating therapeutic results, solely by fall of 


blood pressure. 


Since 1929 we have had under observation 
159 cases of hypertension. These have been 
classified as follows: 

Essential Hypertension 
Malignant Nephrosclerosis 
Chronic Glomerulonephritis 
one of whom was in a 
state of nephrosis. 
Polycystic Kidney 
Arteriolo-nephrosclerosis 
these were only differentiated from malignant 
nephrosclerosis by responding markedly to treat- 
ment. 

Forty-nine of the 148 cases of essential hyper- 
tension have not been followed long enough to 
draw conclusions as to response to therapy, so 
that this left 99 cases, 79 females, 20 males. 





Percentage 


Improvement 


Not 


Improved 
{mproved 


Private Cases 


! Inconclusive 


19 females 
9 males 





70.33 females 
not enough data 


8 females 
1 male 


22 females 
1 male 
Iilinois 


Research 
Hospital 
33 females 


4 males 


67.34 females 


23.52 males 


22 females 
10 males 


16 females 
13 males 





The above table shows the response of our 
patients to sulphocyanate therapy. — 
Average Percentage of Women Improved. .68.83 
Average Percentage of Men Improved. .23.52 
The percentage of improvement in women in 
this series is about three times as much as in 
men. This may be due to the following factors: 
1. Greater exposure to the stress and strain 
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of lite by men, and consequent inability to fo)- 
low medical instruction. ; 
2, The difficulty encountered in inducing 
men to undergo systematic treatment. 
Untoward Kesults. When the blood pressure 


dropped suddenly and markedly, the patient 
often felt weak, dizzy, and drowsy but not al- 


ways. In the case of O B a female, 


aged 62 years, weakness and palpitation oc- 
curred when the blood pressure dropped sud- 





denly from 188 to 8§ Electrocardiographic 
studies showed no evidence of a coronary throm- 
bosis. When thiocyanate was withheld the blood 
pressure gradually went up to 4° at which 
point she felt perfectly well. 

Of the 100 cases treated, only five complained 


of untoward effects. Thus, when the drug is 


used as previously described so that the ten- 
dency Lo cumulative action is overcome by hav- 
ing the patient omit his medicine one day a week, 
almost no toxic reactions occur. We also avoid 


toxic reactions by taking blood pressure read- 
ings at least every two weeks and guiding the 


dosage of sulphocyanate by the fall or rise of 
blood pressure, and the rate of fall or rise, In 


a patient on four grains of the drug t.i.d. who 


has responded by a fall from 160 mm, to 120 


mm, the dosage may be cut to one grain t.i.d. 
or the drug omitted for an interval. It is also 
advisable to watch the subjective response of 
the patient. 

In view of this almost complete lack of toxic 
reaction it is difficult to explain the results re- 
ported by Egloff, Hoyt, and O’Hare*® in which 
all of the twenty-five cases reported nausea and 
vomiting, (possibly the drug spoiled, due to 
chemical decomposition or fungus growth. We 
have noticed a fungus growth when a watery 
solution of sulphocyanate has been exposed to 
warmth and air.) These observers noted a fall 
of blood pressure in only two cases, with toxic 
results in twenty-five, giving sulphocyanate re- 
sponse of about eight per cent, and toxic reac- 
tion of one hundred per cent. 

The opponents of thiocyanate do not agree 
in their objections to this drug. Ayman,!” in 
contra-distinction to the Egiloff, Hoyt, and 
O’Hare!* workers, admits a hypotensive action 
of sulphocyanate, but adds that the hypotensive 
and toxic effects occur almost simultaneously. 

Contra-Indications io Sulphocyanate. One 
of the reasons the drug has fallen into relative 
disrepute is that the legitimate objections to its 
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use are i) defined, These contra-indications are 


as follows: 
1, Hypertension of Renal Origin as 
a. Glomerulonephritis 
1, b, Bilateral renal stone 
c. Polycystic kidneys 
d, Amyloid kidneys 
e. Suppurative renal disease 
{. Periarteritis nodosa of renal vessels 
2. Hypertension of Essential Origin, in which 
a. Malignant nephrosclerosis has occurred 
b. Very far advanced arteriosclerotic and arteriolo- 
sclerotic kidney destruction (Sulphocyanate may 
be given very cautiously but must be stopped 
immediately if patient shows evidence of drug 
intoxication, Occasionally when the destructive 
processes in the kidney are not too far advanced, 
these patients respond to sulphocyanate, and thus 


cause a differentiation from malignant nephro- 
sclerosis. 


3. Hypertension Secondary to 


a. Prostatic obstruction 


b. Intracranial neoplasms 
c. Toxemia of pregnancy 
d, Heavy meta) poisoning 
e. Tumors of the suprarenal glands 
4. Marked Febrile States 
During high fever sulphocyanate should not be 
given because tendency to further inflammation 
may in presence of an upper respiratory infection 
precipitate a pneumonia. 
5. Purely Systolic Hypertensions as in 
a. Aortic regurgitation 
b, Thyrotoxicosis 
c. Marked aortic arterioscierosis and coarctation of 
aorta 
d. Complete heart block 


CONCLUSION 

In 99 cases of essential hypertension treated 
from three months to three years, using doses 
of potassium sulphocyanate ranging from 114 
to 5 grains t.id., 68.835% improvement oc- 
curred in women, and 23.08% in men. The 


improvement was not permanent as rise of 


blood pressure and a return of symptoms oe- 


curred if the drug was omitted. 


Only five of our cases showed toxic reaction 
and these, were not marked. 


Contra-indications to the use of this drug 
have been listed in detail. 
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THE ORIGINAL DIAGNOSES IN TWO 
THOUSAND CASES OF DEFINITE 
PULMONARY TUBERCULOSIS* 
Grorce THoMaAs Paume_r, M. D. 
SPRINGFIELD, ILLINOIS 


During the past few months, we have been 
studying the records of 2,000 cases of definite 
pulmonary tuberculosis, in the Palmer Sana- 
torium, in an endeavor to throw some light 
upon the relationship of tuberculosis to thy- 
roid disease, to arthritis and to certain ‘psy- 
choses and neuroses. At the same time, we re- 
viewed the diagnoses originally made in this 
group of eases to determine, if possible, the 
changing tendencies on the part of clinicians, 
the results of the campaigns for early diagnosis 
of the past two decades and, especially, to 
ascertain the difficulties which still prevail in 
reaching a diagnosis in the early and curable 
stage of the disease. 


Illinois State 
18 and 19, 


*Presented before the Section on Medicine, 
Medical Society, Springfield, TIlinois, May 17, 
1932. 
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A group of 2,000 cases is small compared 
with the enormous numbers of cases reported 
by public dispensaries and the larger state, 
county and municipal sanatoria; but the man- 
ner of preparing these records gives unusual 
significance to this particular group. It has 
been our contention that the accurate case his- 
tory is a most important factor in diagnosis,— 
as important, perhaps, as physical examination 
or laboratory procedures including the x-ray. 
Further, we have felt that a knowledge of the 
home environment, the emotionally disturbing 
factors and the degree of emotional stability 
of the patient is essential to a complete diag- 
nosis, to an intélligent prognosis and to proper 
guidance and successful treatment. 

Consequently, while I have assigned to my 
associates the taking and interpretation of 
x-ray plates and the more technical features of 
treatment, I have invariably reserved for my- 
self the taking of the case history and have 
dictated that record to my superintendent, 
who has immediate supervision of the patient’s 
life while in the sanatorium. 

In securing the case history, we have always 
questioned closely the nature of the onset of 
the disease, the previous medical care and, 
especially, the diagnosis made by the family 
physician and, in most instances, we have con- 
firmed the patients’ statement by correspond- 
ence with the home doctor and with other 
physicians previously employed. As a result, 
the record of previous illness, mode of onset 
of the present disease and the original diag- 
nosis or diagnoses is exceptionally accurate and 
detailed. 

The group of cases is further interesting in 
that they cover a period of about fifteen years, 
so that there is an opportunity for comparison 
of diagnostic tendencies over a considerable 
period of time. While the results of the study 
have been tabulated, I feel that, for this pres- 
entation, it is more satisfactory to present 
general observations and conelusions rather 
than necessarily dry, statistical data. 

It may be stated quite definitely that diag- 
noses of pulmonary tuberculosis are being made 
earlier, more accurately and less reluctantly 
than a decade or so ago. This may be partly 
due to increased interest in the disease; partly 
to the more general use of the x-ray; partly 
to the increasing popularity of periodical 
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physical examination and partly to the cam- 
paigns of popular education, causing the 
patient to seek earlier medical advice and to 
aecept a diagnosis of tuberculosis less reluctant- 
ly. 

There has come to be a surprisingly large 
number of cases discovered more or less ac- 
cidentally, in general examinations, insurance 
examinations, and especially in examinations 
of the throat, where pulmonary disease had not 
heen seriously suspected. In many instances, 
these accidentally discovered cases were very 
far advanced. 

While a larger percentage of cases are orig- 
inally recognized as tuberculous, there still 
appears to be a tendency to defer diagnosis. 
At any rate, many cases are not diagnosed un- 
til the disease is so far advanced as to be 
incurable and this is still true among those 
who have been under medical observation for 
considerable periods of time. In over 20 cases, 
where sanatorium care was sought immediately 
after diagnosis was made, the patient died 
within a few days after entering the sana- 
torium or during the short interim in which 
sanatorium reservations were being made. 

It is generally accepted that a sanatorium 
should maintain about 25 per cent. of its beds 
for advanced or seriously ill patients and about 
75 per cent. for earlier cases. It is discouraging 
to note that we still have to reserve 75 per 
eent. of our beds for hospital eases and 25 per 
cent. for ambulant cases and in this there has 
been no material improvement during a decade 
and a half. This may be indicative of un- 
fortunate delay in entering sanatoria rather 
than to undue delay in diagnosis. 

Covering a period of years, these cases dis- 
close something of the changing diagnostic 
tendencies or what may be termed the chang- 
ing fashions in disease. In the earlier years, 
there were many cases in which there was ap- 
parent confusion in differentiating between 
early tuberculosis and neurasthenia. This 
source of confusion seems to have largely dis- 
appeared and with the same clinical picture, 
the bones of contention now seem to be focal 
infection and thyroid disease. In fact, this 
appears one of the larger groups of errors in 
early tuberculous disease. The number of cases 
in which there has been an original diagnosis of 
infected tonsils, chronic appendicitis, chole- 
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cystitis, pelvic infection or thyroid disease, and 
often with surgery under general anesthesia, 
seems to be increasing rather than decreasing. 

The confusion which was once rather com- 
mon, in a diagnosis to tuberculosis and malaria 
has naturally disappeared with the wiping out 
of malaria and the original diagnosis of heart 
disease has decreased with the recognition that 
consumptives may and do present almost any 
form of heart disorder. 

Of the more advanced cases the sources of 
error are divided between non-tuberculous. 
pulmonary disease and gastrointestinal dis- 
eases. There were many original diagnoses of 
chronic bronchitis, many of unresolved pneu- 
monia particularly following influenza and 
many vague diagnoses such as ‘‘aftermath of 
flu,’’ interstitial pneumonia and asthma. In a 
considerable number of cases there were orig- 
inal diagnoses of lung abscess, bronchiectasis 
and pneumonokoniosis. 

In a surprisingly large number of cases these 
diagnoses of non-tuberculous pulmonary dis- 
ease were made in spite of the fact that the 
previous case history disclosed more or less 
pulmonary hemorrhage or pleurisy with ef- — 
fusion and in a considerable number of cases, 
advanced disease had been reached without re- 
course to x-ray or even sputum examination. 

In some eases, the x-ray films, which accom- 
panied the patients, disclosed evidence which 
had been originally overlooked. In a rather 
large number of eases, the x-rays on which 
diagnosis was made to depend, were so badly 
taken that they were completely unreadable. 
In this day of increasing reliance upon the 
x-ray in chest diagnosis, much might be said 
of the necessity for properly taken films and 
for their rather expert interpretation as well 
as of those cases in which the x-ray fails to dis- 
close evidence which may be elicited by careful 
case history, by physical examination or even 
by sputum test. 

Almost as large as the group attributed to 
non-tuberculous pulmonary disease, is that in 
which gastrointestinal disease is the confusing 
factor. This extends through the entire gamut 
of abdominal disease and such vague ailments . 
as nervous dyspepsia and gastritis with stom- 
ach cough and still occasionally encountered. 
In many of these cases, the gastrointestinal 
disturbance was of toxic origin, so characteris- 
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tic of tuberculous disease, while there was an 
unfortunately large group in which there was 
actual intestinal tuberculosis, the terminal 
scene of an advanced pulmonary tuberculosis 
which had been overlooked. 

Perhaps the most interesting group—and a 
surprisingly large one,—was made up of cases 
in which the diagnosis was not so much er- 
roneous as incomplete. In these cases it ap- 
pears to have been overlooked that tubercu- 
losis is a very chronic condition, characterized 
by periods of activity and quiescence, and that 
it may co-exist with almost any other human 
ailment, and is often activated by the later 
acute disease. In many of the cases which 
came to us after surgery, the diseased tonsils 
or chronic appendicitis or cholecystitis doubt- 
less did exist; but with it an equally definite 
dormant or active tuberculosis. 

Chronie bronchitis and asthma may be and 
often are mere clinical manifestations of an 
underlying tuberculosis; but there is no reason 
why asthma, or renal or cardiac origin may not 
exist in a tuberculous individual or why the 
bronchitis of the tuberculous patient may not 
have some other underlying and contributing 
factor. Bronchiectasis and lung abcess may be 
found in the frankly tuberculous individual 
and, at one time recently, we had two patients 
with unquestioned pulmonary malignancy ; but 
with constantly positive sputum. Non-tubercu- 
lous empyema may occur in the tuberculous in- 
dividual and should always suggest a careful 
search for underlying tuberculosis. Tuberculous 
persons are subject to all forms of focal in- 
fections and tuberculous patients are almost 
always neurasthenic. A large part of the errors 
in original diagnosis are errors of omission 
rather than of commission. 

While it does not lie within the subject of 
this paper, it would be misleading to leave the 
impression that all of the errors lay in failing 
to recognize tuberculous disease. I am still 
convinced, as I was a quarter of a century 
ago, that there are 100 cases erroneously re- 
garded as non-tuberculous to one which is 
erroneously diagnosed as tuberculous; but it is 
none the less true that patients do enter sana- 
toria with a diagnosis of tuberculosis who are 
found, on careful study, to be clinically non- 
tuberculous. Of these, lung abcess and bron- 
chiectasis are rather common and pulmonary 
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malignancy seems to be becoming increasingly 
frequent. It is rather encouraging than other- 
wise, in this day of business depression and 
great emotional strain, to find the number of 
patients, who appear with a typical picture of 
neurasthenia or emotional exhaustion, which 
is quite similar to our picture of focal infec- 
tion or thyroid disturbance, who are suspected 
as being tuberculous. It is indicative of the 
growing appreciation on the part of physicians 
of the many varying guises in which tuber- 
culosis may manifest itself. 


DISCUSSION 


Dr. Clarence Wheaton, Chicago: Mr. President, 
Ladies and Gentlemen: I am very glad to have had the 
pleasure of hearing this interesting and very timely 
paper of Dr. Palmer. I think that we must confess 
that there is still room for improvement in our 
diagnosis so far as it concerns tuberculosis. We know 
that the average tuberculosis patient sees the gen- 
eral practitioner first. I have the most profound respect 
for the general practitioner’s opinion. I have learned 
much from him at the bedside. I have learned that 
if he failed to diagnose the case it was because he 
did not have the right history, or perhaps did not 
study the roentgenology of the chest, or perhaps did 
not have the patient under observation for any length 
of time. 

The patient has experienced no physical discomfort 
and he has gone along until a hemorrhage has fright- 
ened him, and he goes to the physician and finds that 
he has a moderately advanced case of pulmonary 
tuberculosis. So, after all, we have very little right 
to fix the blame in these cases for our failure to 
make an early diagnosis. 

I recently saw a case of pulmonary hemorrhage in 
a terminal stage that had been treated for a diabetes 
mellitus—a very frank case of diabetes—and yet the 
pulmonary lesion had been overlooked. 

If there are any obstetricians in this audience I wish 
to emphasize one thing; and that is, if you ever have 
a case of puerperal infection, or so-called puerperal 
septicemia, do not forget to look for the possibility of 
an acute miliary tuberculosis. This is something that 
the German physicians have given serious considera- 
tion to. We in America have not given it so much 
consideration, but I think that it is well worthy of 
investigation, and may save many physicians from con- 
demnation, in these cases. 

Over 30 years ago, when climate was considered a 
necessary adjunct to the treatment of pulmonary tuber- 
culosis, the results of the diagnosis in 1,700 cases of 
consumption were published. These cases had all been 
sent to Colorado. 

Physical signs of advanced tuberculosis were found 
in each lung in 69.1% of cases, while in 53.5% there 
were present unmistakable symptoms of severe systemic 
disturbances, including the fever of mixed infection, 
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amaciation, weak and rapid pulse. The physical signs 
of excavation in addition to the above warranted 
classification of “advanced cases.” 20.3 months 
was the average period of delay following the 
clinical onset of the disease before the arrival 
of the patient in Colorado. Perhaps unfortunately the 
average case of pulmonary tuberculosis causes but 
little physical discomfort until the disease becomes 
moderately advanced. Possibly blood stained sputum 
or copious hemorrhage may be the first indication of 
disease and so frighten the patient that he, for the 
first time, seeks medical advice, only to find that he 
is suffering from a moderately advanced lesion, and here 
ofttimes the diagnosis is not made until the patient 
is in an advanced and incurable stage of the disease. 
Tardy recognition of consumption has sacrificed thous- 
ands of lives through failure to at once institute ener- 
getic treatment and management, while in some in- 
stances there has been inability to recognize and ap- 
preciate the significance of the rational symptoms, to 
recognize and properly interpret the meaning of the 
physical signs. Mention may be made of the failure 
to elicit essential historic facts, to emphasize and group 
rational subjective symptoms, and to observe correct 
methods of physical exploration. Infallible accuracy of 
diagnosis may be established at times by recognition 
of the tubercle bacillus, but here, too, the destructive 
process may have become so advanced that the prac- 
tical effectiveness of curative measures will fail com- 
pletely. Remember that physical signs of recent in- 
fection appear long before tubercle bacilli. 

We must admit of the failure at times to recognize 
the extreme seriousness of even the earliest active 
tuberculosis, and the futility of home care, or the 
necessity to prolong rigid discipline if recovery is to 
be obtained. 

“Not alone for economic reasons, but humanitarian 
as well, early diagnosis assumes a position in the 
general consideration of consumption of infinitely more 
momentous consequence than any other phase of the 
tuberculosis problem.” 

Perhaps 90% of all tuberculosis is spread by people 
who don’t know they have it, and only 1% by those 
who do. The moral is “Discover all that is discover- 
able,” 

Dr. Wilson R. Abbott, Chicago: Mr. Chairman and 
Gentlemen: As I listened to Dr. Palmer’s paper I re- 
called the conversation I had recently with Dr. M. P. 
Horwood, Ph.D., of the Massachusetts School of Tech- 
nology. They made a survey of the tuberculosis sit- 
uation in Boston in 1926. I have a few figures that I 
think of considerable interest. 


In that survey, for instance, they found that in 20 
per cent. of all the deaths due to tuberculosis no re- 
port of the disease had been made prior to death. In 
36 per cent. of the cases the diagnosis was made only 
one month before death, and in 60 per cent. one 
year. A definite diagnosis of tuberculosis was made 
in only 29 per cent. of the cases showing tubercle bacilli 
in the sputum; and 15 per cent. almost 16 per cent. of 
the positive cases with tubercle bacilli in the sputum 
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were diagnosed as bronchitis. Dr. Horwood believes 
the lesson to be learned is that our medical schools 
are failing to give sufficient training in the diagnosis 
of the diseases of the chest, and especially in the 
diagnosis of early tuberculosis. Dr. Palmer’s expe- 
riences would seem to sustain Dr. Horwood’s opinion. 
Certainly my experiences do. 

Dr. Palmer spoke of the confusion with thyroid 
disease, and we meet that very frequently. There 
is an important diagnostic point that should lead us to 
at least hesitation in diagnosing the rapid hearts and 
toxic symptoms as due to thyroid disease. It is this: 
The thyroid patient, when put to bed usually loses 
weight and continues to lose weight. The tuberculosis 
patient, when put to bed gains weight usually. That 
is important. F 

Certainly if the patient is put to bed and he is not 
an advanced case of tuberculosis and continues to lose 
weight and his toxic symptoms continue, we are then 
justified, probably in questioning the diagnosis of 
tuberculosis; but should he gain weight we would 
hesitate to pronounce his symptoms as due to hyper- 
thyroidism unless it is based on something more than 
symptomatology, say metabolic rate. In respect to 
diagnosis based on clinical symptoms only you may 
recall an article on syphilis that appeared in the Journal 
A. M. A. a few years ago, by Dr. Guy. He endeavored 
to see how many cases of syphilis were correctly 
diagnosed clinically without the Wassermann reaction. 
I remember that his words ran something like this: 
“The one outstanding fact that came from the study 
of a tremendous amount of literature was that clinical 
diagnosis, at best, was fraught with many errors.” So 
when we come to making a diagnosis of tuberculosis, of 
thyroidism, or whatever it may be, remember that 
equally eminent men may have their honest differences 
of opinion, and at the same time they may be wrong. 

We should be accurate. Positiveness should not rest 
upon mere opinion, especially when there lies within our 
grasp very definite and positive means of diagnosis. It 
is very difficult to understand why some physicians do 
not avail themselves of such aids as the x-ray and 
sputum examination now available everywhere; and if 
a man is not skilled in physical examination of the 
chest he has in these agents something very definite and 
scientifically accurate to utilize. 





COUNTRY DOCTOR 


He calls no hour of day or night his own. 
Through heat or cold he goes his rounds alone; 
Here, to bring some mortal into being, 

There, to ease some soul that must be fleeing. 
He listens earnestly to tales of grief, 

Forgets himself that he may give relief 

To bodies suffering, or tortured minds; 

In service to all men his pleasure finds. 

May God forever bless him with His grace, 

For when he goes, oh, who, will take his place? 


—Edith Tatum and “Good Housekeeping.” 
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TREATMENT OF URINARY IN- 


CONTINENCE IN THE FEMALE 


Norman F, Miller, Ann Arbor, Mich. (Journal 
A. M. A., Feb. 20, 1932), states that in patients with 
incontinence due to parturitional trauma, especially 
the milder forms indicated by partial bladder control, 
one of the less extensive sphincter plaiting operations 
should be tried. Generally, the results will be satisfac- 
tory, but in case of failure (nerve injury?) one of the 
several muscle transplant operations should be utilized. 
All too often the surgeon persists in the use of plastic 
procedures on the sphincter till the patient, firmly con- 
vinced that her condition is incurable, refuses further 
treatment. In the more extensive injuries associated 
with cystocele it is quite as important to tighten both 
internal and external bladder sphincters as it is to 
restore the bladder to its normal position, a fact fre- 
quently neglected and responsible for persistent incon- 
tinence after this type of plastic work. Incontinence 
persisting after the correction of epispadias is best 
treated by muscle transplant, since in these cases there 
often exists an associated congenital weakness or ab- 
sence of sphincter fibers. Colpocleisis and ureteral 
transplantation are not justifiable except as a last resort. 
The former is obsolete, while the risk in the latter, 
both immediate and remote, is still too great to war- 
rant its use without first attempting relief by other 
means. Some may object to this on the basis that 
the technic of ureteral transplantation is now suffi- 
ciently standardized to remove it from the group of 
hazardous procedures. Even if this were true the ulti- 
mate fate of individuals thus treated is so unsettled 
that the operation should be reserved for patients who 
cannot be cured by less extensive operations. In every 
case greatest care should be observed in determining 
the cause of incontinence and in selecting an appro- 
priate operation for its correction. By so doing the 
necessity for repeated surgery on the same patient will 
be minimized and the chances for cure greatly enhanced. 


SURGICAL 





CREED FOR TEACHERS 


I believe in a yearly health examination. 

I believe in prompt attention to physical defects 
found, 

I believe in following carefully the personal health 
directions given at the time of examination. 

I believe in embodying and radiating health. 

I believe in practicing daily health habits. 

I believe in being an example in personal hygiene. 

I believe in making health contagious by example 
and enthusiasm. 

I beiieve a healthy vital teacher is the index of her 
class. 

I believe a teacher is largely responsible for the 
physical, mental and moral health of her pupils. 

’ believe in acquiring and in endeavoring to give 
to others the health point of view.—Bulletin of New 
York State Department of Education. 
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REFORMING FASHIONABLE 


Have you ever stopped to think that everybody is a 
member of some society or other whose object is to re- 
form somebody or other? According to a recent report 
there are over 1,500 national “anti societies” in the 
United States, all working excitedly to prevent some- 
body from doing something they are supposed to want 
to do. 

Reforming is very fashionable. Everybody is doing 
it. The rich are busy reforming the poor and the poor 
are passionately pleading with the rich to mend their 
ways. A man may violate the Volstead Act daily and 
gaily, and yet hold important office in a society the“ob- 
ject of which is to enforce some other law. There are 
hundreds of organizations, employing thousands of peo- 
ple, campaigning loudly every day in the year for the 
enactment of some law or other. No sooner do we get 
the law enacted than we are importuned to organize to 
enforce it, and the day after the next we wake up to 
find that our neighbors have organized to repeal it !— 
Pictorial Review, June, 1923. 





DECAY OF TEETH PREVENTED FOR FIRST 
TIME IN HISTORY 


For the first time in history, dental caries or tooth 
decay has actually been prevented. This means that 
the end of toothaches and of rotting, decayed and 
infected teeth, with their attendant ills, is now in sight. 
The method found effective to prevent tooth decay in 
animals need only be applied to human beings. 

This achievement, the result of 10 years of work 
with hundreds of animals and representing an immeas- 
urable boon to mankind, has been accomplished by 
Dr. E. V. McCollum, professor of biochemistry at the 
Johns Hopkins School of Hygiene and Public Health, 
and his associates, Dr. Henry Klein and Dr. H. G. 
Kruse. A preliminary report will appear in the forth- 
coming issue of Science. 

The complete report will appear in early issues of the 
Journal of Biological Chemistry and the Journal of the 
American Dental Association. 





TREATMENT OF PERNICIOUS ANEMIA 
WITH DIGESTED LIVER 


C. W. Barnett and W. M. Thebaut, Jr., San Fran- 
cisco (Journal A. M. A., Aug. 13, 1932), describe ex- 
periments in which they demonstrated that the re- 
sponse of certain patients with pernicious anemia to 
treatment with liver and liver extract digested in nor- 
mal gastric juice differs in no particular from what 
would be expected from the same quantities of liver 
and liver extract, undigested. These results suggest 
that the increase in potency of liver when mixed with 
stomach tissue observed by Walden and Clowes is not 
alone a result of digestion of liver protein but may be 
due to a summation of the potent material already 
present in liver, in stomach tissue and possibly small 
amounts formed by digestion. The authors are unable 
to explain the discrepancy between their results and 
those of Reimann. 
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TRICHINIASIS: REPORT OF OUTBREAK 
CAUSED BY EATING TRICHINOUS BEAR 
MEAT IN THE FORM OF “JERKY” 

Albert T. Walker, Mare Island, Calif. (Journal A. 
M. A., June 11, 1932), reports a fatal case of trichiniasis 
in a youth, aged 18 years, who joined a party of hunters 
in Trinity County, Calif., and brought down a brown 
bear weighing about 400 pounds (180 Kg.), age not 
determined. The bear was skinned, and as there was 
a large amount of meat to be disposed of, it was decided 
to “jerk” it and keep it for later consumption. The 
process of “jerking” consists in cutting the meat in 
strips, then smoking and drying it in the sun for a few 
days. The end-result is a strip of black meat 18 inches 
long, 2 inches wide, and one-half inch thick, rather 
tough and leathery and not particularly palatable. About 
seven days after eating his first jerky, the youth be- 
came ill with nausea, vomiting, diarrhea and generalized 
pain in the abdomen, which lasted two or three days 
and subsided. He continued to chew the jerky at odd 
times over a period of several days, and three or four 
days later he became ill with fever, malaise, anorexia, 
prostration and pain and stiffness in the muscles of the 
gastrocnemius groups. He continued to get worse; the 
muscular pains became quite severe; the temperature 
was high with large daily swings; he was unable to 
move his limbs, and he rapidly became delirious and 
died. The rest of the patient’s family were lightly 
infected, except one sister, who had a severe attack. 
Encysted trichinellz were found in sections made from 
the bear meat and also were recovered from muscular 
tissue of the diaphragm and pectorals at the necropsy 
of the patient who died of the effects of the disease. 
The outstanding clinical features of the case were the 
typhoid-like symptoms, chills and fever, a high leuko- 
cyte count with marked polymorphonuclear reaction 
during the height of the disease, the absence of mus- 
cular pain in one of the five patients, edema: of the eyes 
in only two of the five, and the occurrence of the char- 
acteristic eosinophilia only during the period of con- 

valescence. 





PERCENTAGE OF OCCUPANCY IN 
AMERICAN HOSPITALS 


In an investigation on the percentage of occupancy in 
American hospitals, C. Rufus Rorem, Chicago (Journal 
A, M. A., June 11, 1932), noted that the church and 
fraternal hospitals show approximately 63 per cent. 
occupancy ; the industrial and independent and partner- 
ship hospitals, 49 per cent. and the independent insti- 
tutions, 62 per cent. Many of the “independent” hospi- 
tals are organized as private corporations for profit. It 
is this group of institutions which has particularly 
suffered through reduction in occupancy during recent 
years. The author calls attention to the fact that the 
degree of utilization of a hospital may be expressed in 
terms of the amount of service rendered and may apply 
not only to “beds” but also to the professional per- 
sonnel and scientific apparatus and equipment. The bed 
capacity of a hospital is merely one expression of its 
available scientific facilities. In addition, there are im- 
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portant capital investments in other scientific apparatus, 
such as laboratories, the x-ray department, the out- 
patient service, and physical therapy. It is quite pos- 
sible that in a particular institution these scientific items 
of equipment would be used to a high degree of 
capacity, even though the beds of the institution were 
not filled with patients. This will be particularly true 
in a hospital that maintains a large outpatient service 
or in a private hospital owned and conducted by a clinic 
that utilizes the scientific apparatus and equipment for 
the office practice of the physician members of the 
group. The data set forth in the author’s tables indi- 
cate clearly that at the present time the beds in the 
general hospitals of the United States are able to take 
care of an increased number of persons during any 
particular year and at any particular time. Whether 
or not these proportions are too large or too small 
cannot be answered for the country as a whole, for in 
some communities there is still need of additional insti- 
tutions, while other communities admittedly have more 
facilities than can be properly used. 





PARENTAL ALCOHOLISM HAS NO EFFECT 
ON OFFSPRING 


An important report entitled “Alcohol and «nher- 
itance” has been issued by the medical research council. 
Before the war, Prof. C. R. Stockard of Cornell Uni- 
versity published in. America the result of experiments 
to determine the effects produced by alcohol on the 
fecundity of guinea-pigs and the quality of their off- 
spring. His conclusions, which have been widely 
quoted, were that the daily administration of alcohol, 
in quantities sufficient to produce intoxication, caused a 
fall in the number of births and a liability to weak and 
defective offspring. Miss F. M. Durham, working at 
the National Institute for Medical Research, has made 
a large number of experiments on guinea-pigs, with an 
adequate number of controls living under identical con- 
ditions except for the administration of alcohol. Miss 
H. M. Woods has collaborated in the statistical anal- 
ysis. The conclusions are quite contradictory to those 
of Professor Stockard. The litters from alcoholic 
parents or their descendants were as numerous and as 
heavy as in the control experiments. Deformities did 
not occur more frequently than in the control group, 
and the offspring for several generations showed no 
transmitted defects, such as described by Professor 
Stockard. It is pointed out that his experiments were 
performed in the days when the science of dietetics was 
not so advanced, and that supervision of the diet of the 
guinea-pigs was much more thorough in the present 
series. For example, a great point was made about the 
supply of cabbages. It is suggested that in the ab- 
sence of cabbage from the diet it is possible that alcohol 
may have affected the breeding power. The guinea- 
pigs received their alcohol by inhalation while sitting 
in cages in a special tank. Their general health re- 
mained excellent despite daily intoxication following 
exposures of two or three hours. Thus there was no 
evidence of injury to the germ plasm—A. M. A. 
London Letter (Aug. 29), 1932. 
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POISON IMMUNITY 


Game birds can eat with impunity grain poisoned 
with strychnine, not because they are immune to strych- 
nine (they die if it is injected into their blood), but 
because the poison does not pass through the walls of 
the intestines. A man can swallow snake venom, but 
it will kill him if it gets into a scratch. He can ac- 
quire the parrot disease by way of the mouth, but cer- 
tain monkeys yield to it only when the blood is directly 
affected. 


These facts were presented by Professor Wilder Ban- 
croft of Cornell University before the American Chem- 
ical Society to defend and elaborate views that a 
famous French physician, Claude Bernard, advanced 
over sixty years ago on the subject of insanity. 

All poisons, anesthetics and drugs that interfere with 
the brain or the sensory nerves produce mild insanity, 
because they affect thinking and action. Thus anes- 
thesia causes a coagulation or puckering of the proteins 
in the brain and sensory nerves, with the result that 
emotions and reasoning are influenced. If the affected 
proteins are made mushier normality is restored. This 
actually turns out to be the case when ephedrine or 
sodium thiocyanate is administered to anesthetized men, 
dogs, rabbits and goldfish. 

All this means that chemistry is gradually discover- 
ing how the tissues of the brain and nerves can be 
chemically affected to treat the insane. Not to the 
physician but to the chemist must we look for much 
of our progress in medicine—New York Times. 





BOYHOOD MEMORIES 


Can you remember the time when you were a small 
boy playing baseball in the cow pasture—and you 


slid into what you thought was second base? 





SOCIETY PROCEEDINGS 





COOK COUNTY 


CHICAGO MEDICAL SOCIETY 


Regular Meeting, Wednesday, November 9, 1932 


LAY EDUCATIONAL PROGRAM 


MEDICAL RESEARCH AND 


MEDICAL PROGRESS 


Thirst and Hunger. 
Dr. A. J. Carlson, Professor of Physiology, 
University of Chicago. 


Medica) Research and Animal Experimentation. 


Dr. A. C. Ivy, Professor Physiology 
and Pharmacology, 


Northwestern University Medical School. 
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The Human Body and Its Care. 
Dr. W. A. Evans, Health Editor, 
Chicago Tribune. 


Traditions of Your Family Doctor. 
Dr. Logan Clendening, Professor Clinical 
Medicine, 
University of Kansas. 


Regular Meeting, Wednesday, November 16, 1932 
PRESIDENT’S NIGHT 


Leadership in the Solution of Medical Problems and 
of Local and National Health Matters. 

E. H. Cary, President, American Medical 

Association, 

Dallas, Texas. 


The Hospital and the Medical Profession. 
Dean Lewis, President-Elect, American 
Medical Association, 


Baltimore, Maryland. 


Regular Meeting, Wednesday, November 30, 1932 
SYMPOSIUM ON HEART DISEASE 


Early Recognition and Treatment of Heart 


Disease. 
James B. Herrick. 


Bedside Recognition and Treatment of Cardiac 
Irregularities, 
Samuel Levine, Peter Bent Brigham, 
Boston, Massachusetts. 


Significance of Electrocardiogram to the General 
James G. Carr. 
C. C. Maher 


Don Sutton 


Practitioner. 


Discussion 


Walter Hamburger 





KNOX COUNTY 


The Knox County Medica) Society was host to the 
members of the Tri-Counties, Henry, Warren and Knox, 
on Thursday, October 13, in Galesburg, Illinois. From 3 
to 5 o'clock in the afternoon a surgical clinic was held 
at the Galesburg Hospital by Dr. Harry M. Richter, 
professor of surgery at the Northwestern Medical 
School in Chicago. In the evening dinner was served 
to a large number of visiting doctors, The program in 
the evening consisted of a paper on “Evaluation of Cer- 
tain Factors in the Treatment of Heart Failures” by 
Dr. Fred M. Smith, professor of medicine at the Univer- 
sity of Iowa Medica) College in Iowa City. The next 
paper was “Lacerations at Childbirth” by Dr. Eugene 
A. Edwards, assistant gynecologist at St. Luke’s hospital 
in Chicago. The final address of the evening was on 
“Thyrotoxicosis” by Dr. Richter. 


Louis N. Tate, Secretary. 
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LIVINGSTON COUNTY 


The Livingston County Medical Society met in the 
parlors of the Methodist Church at 6:30 p. m. Oct. 20. 
They enjoyed an excellent dinner served by the ladies 
of the church. 

A short business meeting was conducted with the elec- 
tion of the following officers for the ensuing year: Dr. 
E. F. Law, Fairbury, president; Dr. J. G. Dwyer, Cul- 
lom, vice-president. The position of secretary and 
treasurer was cared for by the election of Dr. H. L. 
Parkhill, Pontiac, for the ensuing year. 

A committee was appointed by the president, J. G. 
Scouller, chairman, Dr. C. M. Dargan and Dr. B. A. 
Richardson to present a note of sympathy from the 
Society to Mrs. J. M. Mitchell whose husband, Dr. 
J. M. Mitchell was a highly respected, active and 
splendid member of the Society for the past 32 years. 

Dr. Thos. J. Foley of Chicago gave a very instruc- 
tive and valuable paper regarding the Government ex- 
penditures on hospital care of the veterans of the 
world war, stressing mostly the non-service connected 
disabilities now being treated, the establishment of hos- 
pitals and the expenditures of money by the Government 
as a result of this act. 

Dr. J. R. Ballinger gave a marvelous discussion of 
Medico-legal subjects which interested every individ- 
ual member present and was extremely worth while. 
Dr. H. M. Camp, State Secretary was a visitor and 
discussed the papers freely. Dr. John R. Cook our new 
councilor was with us for his first visit and favored 
us with a very enjoyable talk. 

Dr. Dicus of Streator announced that the 59th an- 
nual meeting of the North Central Medical Society 
would meet in conjunction with our county society 
Dec. 6, in Pontiac, 

Those attending from out of the county were Drs. 
Thos. J. Foley, and J. R. Ballinger of Chicago, Dr. 
H. M. Camp, Monmouth, Dr. J. R. Cook, and Drs. 
Dicus, Wilson, Hill and Pierce of Streator. 


Meeting adjourned at 10:30. 
H. L. Parkhill, Secretary. 





OGLE COUNTY 


The Ogle County Medical Society held its Novem- 
ber Meeting at the Presbyterian Church, Oregon, II. 
Nov. 3, 1932. 

President 6i440+1000000700 er dan mohalles, Rochelle. 
VIGO PREMIERE. 5.. ooke-a500e R. O. Brown. Mt. Morris. 
Secretary-Treasurer A. R. Bogue, Rochelle. 


Censor for three years. ...... J. M. Beveridge, Oregon. 
Drs. Car) Axel, Rochelle and J). Stuart Moffatt, 
Byron, were elected to Membership in the Society. 
Resolution by Dr, Kittler to indorse Senator Baker 


for re-election and thank him for his past support in 
protection of the Public Health met with unanimous 


approval. 
Dr. Akin was also endorsed to continue as County 


Coroner. 


MARRIAGES 
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Following the business meeting a wonderful pro- 
gram was presented by Dr. G. B. Eusterman, Mayo 
Clinic. His discourse on Gall Bladder and Pancreas 
with the review of error in 533 cases of jaundice was 
most instructive. 

Drs. Weld and Murphy discussed certain problems 
of this subject. 





Marriages 


JosEPH L. Amoross, Chillicothe, Ill., to Miss 
Alyce Lorraine Read of Chicago, September 11. 

Wiuuiam B. Eaan, Oak Park, IIl., to Miss 
Dorothy Elizabeth Hutton of East Dubuque, 
at Chicago, in August. 

AuFreD G. Rice, East Moline, Ill., to Miss 
Mary Ellen Rush of St. Louis, August 13. 





Personals 


Dr. Bud C. Corbus was invited to show his in- 
teresting movie on ‘‘Transurethral Resection of 
Bladder Neck Obstructions,’’ before the Aurora 
Medical Society on Thursday, November 3. 
“*Diagnosis and Treatment of Cerebral Hemor- 

Dr. Abraham Levinson presented a paper on 
rhage in the New Born,’’ at the November 8 
meeting of the Rock Island County Medical 
Society. 

Dr. LeRoy Sloan gave a paper on ‘‘ Diagnosis 
of Brain Lesions’’ before the Staff of the Sher- 
man Hospital, Elgin, on November 18. 

Dr. Marshall Davison presented a paper on 
‘Recurrent Cholecystitis Following Cholecy- 
stotomy’’ at the November 23rd meeting of Will- 
Grundy County Medical Society. 

Dr. Edwin W. Ryerson delivered an address 
on ‘Compression Fractures of the Spine’’ at 
the Southern Texas Post-graduate Medical 
Meeting at Houston, on November 29. 

Dr, Aaron Arkin addressed the St. Joseph 
County Medieal Society at South Bend, Indiana, 
on November 16, His subject was ‘‘Hodgkin’s 
Disease.’’ 

Dr. Harry R. Hoffman gave an address on 
‘*Mental Diseases and Crime’’ at the luncheon 
meeting of Will-Grundy County Medieal Soei- 
ety, November 16, at Joliet. 

Drs. James H. Hutton and Nelson M. Perey 
have been invited to present the scientific pro- 
gram at the 40th anniversary party of Bureau 
County Medical Society. Their subjects have 
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Yeen announced as tollows: ‘‘Thyroid aud 


Ovarian Disturbances at Puberty and the Meno- 


pause and Goiter.”’ Physicians of central 


\\inois have been invited to attend this meeting. 


At the Annual Meeting of the Society of Plas- 


tie and Reconstructive Surgery, held October 
28, at the New York Academy of Medicine, Dr. 


Max Thorek, Chicago, was eleeted to active mem- 
bership. 


Dr. J. P. Greenhill of Chicago was the guest 
speaker before the section on obstetrics and 
gynecology of the Southern Medica) Association 
which met in Birmingham, Alabama. His sub- 
ject was ‘‘Local Infiltration Anesthesia in Ob- 


stetries.’’ 


Dr. M. G. Carey, Director of Medical Exhibits 
of The Century of Progress, addressed a meeting 
of the Faculty of Medicine, November 2, 1932. 
At this meeting members of the Faculties of the 
Colleges of Dentistry and Pharmacy were pres- 
ent as well as Mr. H. C. Christiansen, President 
of the American Pharmaceutical Association. 
The College of Medicine will have an important 
exhibit at the World’s Fair. 


Dr, W. A. Evans addressed the Medical His- 
tory Club, of the College of Medicine, University 
of Illinois, November 2, on ‘‘A Century of Prog- 
ress in Public Health in Chicago.’’ 


A review of recent ophthalmic literature was 
presented before the Chicago Ophthalmological 
Society, October 24, by Drs. Louis Bothman and 
Leo L. Mayer. 


The Chicago Surgical Society was addressed, 
November 4, among others, by Drs. Géza de 
Takats and Henry W. D. MacKenzie on ‘‘ Acute 
Pancreatic Necrosis and Its Sequelae. ”’ 


Dr. Patrick J. H. Farrell has been decorated 
by the President with the Silver Star Medal for 
gallantry in action in the Spanish-American and 
World wars. 


Frank R. Lillie, Ph.D., has been appointed 
vice chairman of the faculty of the School of 
Medicine of the Division of Biological Sciences, 
University of Chicago. 


Dr. Nell Treva Pattengale addressed the Chi- 
eago Council of Medical Women, November 4, 
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among others, on “Radium as Used in the Pres. 


ent-Day Practice of Medicine.’’ 


Dr. G. Henry Mundt was elected president of 
the Association of New York Central Lines Sur. 


geons at the annual meeting in Buffalo, October 


14. The next meeting will be held in Chieago in 
June, 1933. 


The Chicago Roentgen Society sponsored a 
symposium on parathyroidism, November 9, at 
the Palmer House, The paticipants were Drs, 
Max Ballin, Plinn F. Morse and William A. 
Evans, al) of Detroit, 


Prof. A, M. Dogliotti of the Royal University 
of Torino, Italy, addressed the Cook County 
Graduate Schoo) of Medicine, October 29, on 


‘“*Reecent Achievements in Peridural Surgical 


Anesthesia and Analgesia.’’ 


Drs. Joseph C. Beck and Robert H. Good 
spoke before the Chicago Laryngological and 
Otological Society, November 7, on ‘‘Osteomyeli- 
tis of Bone Face and Head with Recovery’’ and 


‘‘Submueous Resection of the Nasal Septum,’’ 
respectively. 


Dr. Philip H. Kreuscher, among others, ad- 
dressed the Chicago Society of Industrial Med- 
icine and Surgery, October 31, on ‘‘Fracture 
of Femoral Neck with Especial Reference to the 


Blood Supply of the Head.’’ 





News Notes 


—‘‘ Orthopedics in Europe in 1932’’ was the 
topie for discussion at the meeting of the Chi- 
eago Orthopedic Club, November 11. 


—The fourth annual William T. Belfield 
Lecture was delivered, October 26, before a 
joint meeting of the Chicago Medical and 
Urological societies, by Dr. Solomon Strouse, 
president of the Chicago Society of Internal 
Medicine. The title of the address was ‘‘ Chang- 
ing Concepts in the Dietary Treatment of 
Renal Disease. ”’ 


—The fourth annual Arthur Dean Bevan 
Lecture of the Chicago Surgical Society will be 
delivered at the City Club, December 9, in con- 
junetion with the Institute of Medicine of Chi- 
eago. Dr. Evarts A. Graham, Bixby professor 
of surgery, Washington University School of 
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Medicine, St. Louis, will be the lecturer; his 


subject, ““Mediastinal Tumors and Their Treat- 


ment.”’ 


—Frank R. Lillie, Ph.D., professor of em- 
bryology, University of Chicago, will deliver 
the Charles Summer Bacon Lectures at the 
University of Illinois College of Medicine, 
December 7-8, on ‘‘ Problems in the Biology of 
Sex.’? Wednesday, Dr. Lillie’s subject will be 
‘‘Biology of the Ovary in Birds,’’ and Thurs- 
day, ‘‘Effects of the Female Sex Hormone in 
Birds and the Nature of Sex Characters.”’ 


—The department of neuropsychiatry of the 
Research and Educational Hospitals, Univer- 
sity of Iinois, has set aside a few beds for the 
study of children with infantile spastic paral- 
ysis. Only severely affected patients, com- 
pletely unable to walk or stand, are desired. 
The hospital receives only patients unable to 
pay for medical services. Physicians or institu- 
tions having such patients who desire to take 
advantage of this offer are requested to com- 
munieate with Dr. H. Douglas Singer. 


—Dr. George F. Dick has been appointed 
chairman of the department of medicine in the 
Division of Biological Sciences, University of 
Chicago. He has been holding a similar posi- 
tion at Rush Medieal College since July, when 
he was appointed to sueceed Dr. Rollin T. 
Woodyatt, resigned. Dr. Dick has been clinical 
professor of medicine at Rush since 1925. The 
new appointment was made effective, October 
1, but Dr. Dick has been granted leave of ab- 
sence until January 1. 


—Dr. Henry 8. Houghton, since 1928 dean 
of the University of Iowa College of Medicine, 
Iowa City, has been appointed associate dean 
of the Division of Biological Sciences, Univer- 
sity of Chicago, and director of the University 
Clinies. He will assume his new duties, Janu- 
ary 1. Dr. Houghton was dean of the Harvard 
Medical School of China, Shanghai, 1911-1917, 
acting director of the Peiping Union Medical 
College, 1918-1921, and director, 1921-1928. As 
director of the clinics, Dr. Houghton will suc- 
ceed Dr. Franklin C. McLean, who will become 
a professor of physiology in accordance with 
his desire to return to scientific research. 


—The Decatur Medical Society, the Amer- 
ican Legion and the Association of Commerce 
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together dedicated a plaque to the memory of 


Dr. Robert L. Morris, October 23. The tablet, 


which is placed in the Decatur armory, was un- 
veiled by Mrs. Morris and accepted by Omer 
¥. Davenport. J. J. Maloney, president of the 
Association of Commeree, eulogized Dr. Morris 
as a member of that group; Dr. John M. Hayes, 
colonel of medical reserves, as a member of the 
Decatur Medica) Society, and Nellis Parkinson, 
past commander, American Legion, as an 
organizer of Castle Williams Post. James 
Ringley, Chicago, department commander of 


the American Legion, also spoke. Dr. Morris 
died in May, 1929. 


—The Joseph A. Capps Prize of the Insti- 
tute of Medicine of Chicago, consisting of $500 
for the most meritorious investigation in medi- 
cine or in the specialties of medicine, is again 
offered. The investigation may also be in the 
fundamental sciences, provided the work has a 
definite bearing on some medical problem. 
Competition is open to graduates of Chicago 
medical schools who have received the degree 
of doctor of medicine during the year 1930 or 
thereafter. The manuscript must be submitted 
to the secretary of the institute, 122 South 
Michigan Avenue, not later than December 31. 
The winner of the prize will be expected to 
present the results of his investigation before 
the institute at some meeting in 1933, the time 
to be designated later. If no paper presented 
is deemed worthy of the prize, the award may 
be withheld at the discretion of the board of 


governors. 


—Miss Jane Neil, internationally known as 
an edueator and especially known to the 
physicians of the country for her work in the 
edueation and rehabilitation of crippled chil- 
dren, died at her home in Chicago, Oct. 29, 
1932. Miss Neil at the time of her death was 
assistant superintendent of schools in charge 
of handicapped children in Chicago, chairman 
of the Section on Crippled Children of the 
White House Conference, honorary vice presi- 
dent of the International Society for Crippled 
Children, a director of the Chicago Heart 
Association, and active in many other move- 
ments for the welfare of the handicapped. For 
fourteen years Miss Neil was principal of the 
Spalding School of Chicago, whose work for 
crippled children was developed under her 
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guidance. This has been known as the fore- 
most school of its kind in the world and is 
visited yearly by educational and medical 
authorities from every country. Her advice as 
a consultant was sought after by those in 
charge of similar developments in all parts of 
the United States. 


—The fifty-eighth annual meeting of the 
Southern Illinois Medical Association convened 
in Carbondale, November 3-4. Addresses were 
given by the president, Dr. Charles S. Skaggs, 
East St. Louis, and by Dr. John R. Neal, 
Springfield, president of the state medical 
society. 


Officers elected at this session include Drs. 
Burt F. Crain, Carbondale, president ; William 
J. Benner, Anna, and Irenaeus L. Foulon, East 
St. Louis, vice presidents, and Ben Fox, West 
Frankfort, secretary. 


Deaths 


Carl Baker, Herrin, Ill.; Northwestern University 
School of Medicine, Chicago, 1906; member of the 
Illinois State Medical Society; aged 55; died, Septem- 
ber 17, of injuries received in an airplane crash. 





Grant Brayton Bushee, Kankakee, Ill.; Hahnemann 
Medical College and Hospital, Chicago, 1887; served 
during the World War; on the staff of the Kankakee 
State Hospital; aged 68; died, October 15, in St. 
Mary’s Hospital, of injuries received when he was 
struck by a truck. 


Henry J. Casedy, Chicago; Hahnemann Medical 
College and Hospital, Chicago, 1903; aged 69; died, 
September 20, of mitral stenosis and coronary sclerosis. 


Lintsford B. Coates, Chicago; College of Physicians 
and Surgeons of Chicago, School of Medicine of the 
University of Illinois, 1902; aged 55; died, October 
15, of chronic nephritis. 


Clinton DeWitt Collins, Chicago; Hahnemann Medi- 
cal College and Hospital, Chicago, 1889; a Fellow, 
A. M. A.; Rush Medical College, Chicago, 1890; former- 
ly professor of skin and venereal diseases at the Hahne- 
mann Medical College and Hospital; member of the 
Radiological Society of North America; aged 66; died, 
October 15, of cirrhosis of the liver and heart disease. 


Charles Peter Gieraltowski, Chicago; Illinois Medi- 
cal College, Chicago, 1905; member of the [Illinois 
State Medical Society; served during the World War; 
aged 59; died, October 12, of bronchogenic carcinoma 
of the right lung. 


Eugene Laurence Hartigan, Chicago; Northwestern 
Un'versity Medical School, Chicago, 1909; also a 
lawver; for many years assistant police surgeon; aged 
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50; died, October 28, in the Mercy Hospital, of rup- 
tured gastric ulcer and aspiration pneumonia. 


Nathaniel Bruyn Hoornbeek, Youngstown, Ill; Rush 
Medical College, Chicago, 1881; member of the Illinois 
State Medical Society; aged 78; died, October 7, in 
Monmouth, of coronary thrombosis. 


Charles B. Horrell, Galesburg, Ill.; College of Physi- 
cians and Surgeons of Chicago, School of Medicine of 
the University of Illinois, 1884; member of the Illinois 
State Medical Society; aged 81; died suddenly, October 
28, of cerebral hemorrhage. 


Leon Woodford Kelso, Paxton, Ill.; Northwestern 
University Medical School, Chicago, 1915; a Fellow, 
A. M. A.; served during the World War; aged 42; 
died, October 13, in the Passavant Hospital, Chicago, 
of coronary occlusion. 


Julius Henry Lee, Chicago; College of Physicians 
and Surgeons of Chicago, 1886; aged 76; died, October 
15, of carcinoma. 


William Edgar McClelland, Beason, IIl.; St. Louis 
Medical College, 1878; aged 79; died, October 12, of 
senile dementia. 


Floyd Delos O’Brien, Chicago; Rush Medical Col- 
lege, Chicago, 1876; aged 78; died, October 17, of heart 
disease. 


George Alexander Schneider, Chicago; Dearborn 
Medical College, Chicago, 1906; a Fellow, A. M A,; 
College of Physicians and Surgeons of Chicago, School 
of Medicine of the University of Illinois, 1907; aged 
60; died, October 17, of heart disease. 


Sickels, Edward Allen, Dixon, Ill.; Hahnemann 
Medical College, Chicago, 1897; a Fellow, A. M. A.; 
fellow American College of Surgeons; a traveler and 
lover of outdoor sports, he collected trophies from the 
United States and Canada; active in medical organiza- 
tion work and Masonic bodies; aged 66; died, Novem- 
ber 13, of carcinoma. 


John Weatherson, Chicago; College of Physicians 
and Surgeons of Chicago, School of Medicine of the 
University of Illinois, 1900; a Fellow, A. M. A.; 
formerly associate professor of medicine at his alma 
mater; served during the World War; past president 
and secretary of the southside branch of the Chicago 
Medical Society; on the staff of the Illinois Masonic 
Hospital and formerly on the staff of the Cook County 
Hospital; aged 59; died, October 22, in St. Luke’s 
Hospital, of auricular fibrillation and aortic stenosis. 


Stephen Gano West, Chicago; Rush Medical Col- 
lege, Chicago, 1890; member of the Illinois State 
Medical Society; formerly adjunct professor of gynecol- 
ogy, College of Physicians and Surgeons of Chicago, 
School of Medicine of the University of Illinois; on 
the staff of the West Side Hospital; aged 67; died, 
October 18, of a self-inflicted bullet wound. 


Julius Murray Wilson, Marissa, Ill.; Medical Col- 
lege of Ohio, Cincinnati, 1873; aged 85; died, August 
11, in St. Louis, of myocarditis. 
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NO COAXING ce 


6 As Easy To Take as 
@ Chocolate Pudding? 


NEO-CULTOL furnishes a concen- 
tration of the acidophilus bacilli in a 
chocolate flavored mineral oil jelly me- 
dium. This medium also acts as a 
mild lubricant, which in turn permits 
a soft, easily passed fecal mass. 

For constipation and its sequelae, mu- 
cous colitis, intestinal toxemia, stasis, etc., 
NEO-CULTOL is useful, not only for its 
palliative effect... and ultimate correc- 
tion of the underlying cause, but also in 
that the patient is enabled to follow the 
treatment pleasantly and effectively over 


extended periods. 
NE: O=-CU ETO. 
The Arlington 
Chemical Co. 
YONKERS, N. Y. 
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Tbe ARLINGTON 
CHEMICAL CO. 


Yonkers, N. Y. 

















MILK 


has almost Twice the. 
food-energy value when 
Cocomalt is added 


M ORE AND MORE physicians are using 
Cocomalt in milk for high-calory feeding 
cases— for malnourished children— for con- 
valescents— for expectant and nursing mothers. 


Milk alone is not always palatable to those 
who need it most. Cocomalt in milk, however, 
is delicious, tempting—a real treat not only to 
children but to your grown-up patients as well. 

Prepared according to simple label direc- 
tions, Cocomalt adds 110 extra calories to a 
glass of milk—increasing its food-energy value 
more than 70%. Thus every glass of Cocomalt 
a patient drinks has the nourishment (food- 
energy) of almost two glasses of plain milk. 


What laboratory analysis shows 


Cocomalt, prepared as directed, in- 

creases the protein content of milk 

45%, the carbohydrate content 

184%, the mineral content (calcium 

and phosphorus) 48%. Each ounce 

of Cocomalt—the amount used in CHILDREN 

mixing one glass or cup—contains _ poorly foe dam 

not less than 30 Steenbock (300 and Sunshine Vita- 

ADMA) units of Vitamin D. peed ies gp 
Cocomalt comes in powder form, 

easy to mix with milk—hot or cold. 

At grocers and drug stores in '/2-Ib. 

and 1-lb. cans,.Also in 5-Ib. can for 

hospital use, at’a special price. 


FREE to physicians * CONVALESCENTS 


For a trial-size can of Cocomalt enjoy Cocomale. 
free, just mail coupon with your ie senoenes Duper. 


name and address. digestive strain. 


ee Cocomatt is accepied by the Committee on Foods 
tates of the American Medical Association. That is 
wrsetee) §6your guarantee of its trustworthiness. Cocomalt 

; is also licensed by the Wisconsin Alumni Re- 
search Foundation under Steenbock patent. 


comalt 


Y Gocomate is. as oclentiie, food concnpernae of suctnes, 
immed milk, selected cocoa, malt t, vanilla 

_ ae - me at the address below flavoring, and added Sunshine ‘nase. 

4 sample of NEO- CULTOL. ADDS 70% MORE NOURISHMENT (FOOD-ENERGY) TO MILK 


(Prepared according to label directions) 
Dr. ~~ ,._-R.B. Davis Co., Dept. @¥ Hoboken, N.J. 
Z, 4 You may send me a trial-size can of Cocomalt 
without cost or obligation. 
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City. 











& 
2 











i 
I 
| 
| 
! 
| 
| 
! 
! 
| 
! 
| 
! 
l 
! 
| 
| 
| 
| 
| 





Please mention Ittrnors MEptcat JouRNAL when writing to advertisers 





ADVERTISEMENTS 








Chicago Fresh Air Hospital 


2451 Howard Street For Tuberculosis Chicago, Illinois 
Capacity 100 Beds = 


Patients received in all stages of Pulmonary Consumption 
Private Rooms and Board $40.00 per week 
Open Perch and Two Bed Rooms; with Board $22.00 per week 


Fresh Air, Rest and Good Food. 
Lung Collapse in proper cases. Heliotherapy 
ETHAN ALLEN GRAY, M. D., Superintendent HERBERT W. GRAY, M. D., Asst. Superintendent 
Telephone Rogers Park 0321 


To reach Hospital, take Western Ave. car to Howard St. (City Limits North) or Northwestern Elevated 
(Niles Center Branch) to Asbury Avenue Station 














THE OTTAWA TUBERCULOSIS SANATORIUM 
OTTAWA qd No Extra Charges ILLINOIS 


A high grade moderately priced sanatorium. Complete hos- Complete rest and praded exercise as indicated. Complete 
pital unit in connection with sanatorium, Every patient | X-ray and clinical laboratory facilities. 

provedes with individual private accommodations which are 

eated and ventilated to provide the utmost comfort to pa- | Graduate nursing service. 

tients during all seasons of the year. Excellent cuisine. Special diets when required. 


RATES $25.00, $35.00 and $45 per week which include all Onl h f Chi Connected by hard roads 

cost of treatment and regul i 3 t X- Sa pet Se a 4 . 

plates and personal inci a “4 nursing ‘care; excep ray peso ae parts of the state. Excellent Railroad trans 

Artificial pneumothorax. Thoracoplasty, and Phrenic Evul- : . 28 enrt: 

sion when indicated. No extra charges for artificial pacu- Welte ‘Ser-ciesuier giving 808 geetienise, 

mothorax treatment. Royal W. Dunham, M. D., Medical Director 
CHICAGO OFFICE: 25 East Washington Street — Telephone Randolph 5572 


Sanatorium Phone: Ottawa 183 




















On main line C. M. & St. P. Ry., 30 miles west of Milwaukee 


Oconomowoc Health Resort 
OCONOMOWOC, WISCONSIN 


Founded in 1907 for the treatment of NERVOUS and MILD MENTAL DISEASES ° 








Absolutely Fireproof. Non-institutional in appearance. Accommodations modern and 
homelike. Fifty acres of park with beautiful views over lakes. Every essential for 
treatment provided, including bath and occupational departments under trained super- 
visors. Number of patients limited, assuring personal attention from the staff. 


ARTHUR W. ROGERS, M.D., Physician in Charge 
JAMES C. HASSALL, M.D., Medical Supt. FRED C. GESSNER, M.D., Asst. Physician 
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